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MISSION STATEMENT 
To provide professional information for midwives, and to promote the . 
recognition of the role of midwives, and the need for appropriate legislation so that 
midwives in Newfoundland and Labrador are publicly funded to legally provide 
research-based, total midwifery care as a choice for childbearing families in this 
• province. 
This Newsletter contains reports of the General Meeting, the last Canadian Association 
of Midwives (CAM) meeting, and two Midwifery Implementation Committee (MIC) meetings. 
The CAM annual general meeting and conference is being held in Toronto, October 3-5, 
2001. During the summer months there were few other meetings on which to report. However, 
this is the September Newsletter, and as has been the custom for the last several years, we 
include a list of some of the MUN Library recent acquisitions which may be of interest to our 
Members. 
Items for the Newsletter are welcomed and those who submit are responsible for 
obtaining permission to publish in our Newsletter. The Editor does not accept this responsibility. 
Items for the next Newsletter should be received by the Editor no later than December 31. 
This Newsletter is the method by which news regarding future legislation can be 
circulated. Let the Editor know what you would like to see in the Newsletter in order to prepare 
yourself for legislation, e.g. references to particular articles, specific information about areas of 
practice. What do you want to know? Tell your colleagues about this Newsletter. 
As was agreed at our last Annual General Meeting, the membership year is changing to 
the calendar year, to be similar to the Canadian Association of Midwives' financial year. 
Therefore, the membership fees for 2002 are due before January 1, 2002. There are no increases 
in fees for all midwives (as until legislation comes into effect we do not distinguish between 
practising and non-practising midwives in this province) nor for those who are not midwives. 
Those who are unemployed pay $20. An application form is at the end of this Newsletter. 
Pearl Herbert, Editor, c/o School of Nursing, 
Memorial University ofNewfoundland, St. John's, NF, AlB 3V6 (Fax: 709-777-7037) 
http://www. ucs.mun.cal-~pherbert 
Time for Membership Renewal for 2002 
AMNL General Meeting, Tuesday, January 15, 2001,4:00 p.m. (Island time). 
Members on the Labrador Coast advise Telemedicine prior to the meeting 
Executive Committee 
President: Ann Chaulk 
Past President: Pearl Herbert 
Newsletter Editor: Pearl Herbert 
Treasurer: Jean Hunt 
Secretary: Karene Tweedie 
Home page: http://www.ucs.mun.caf,...,pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
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General Meeting, September 7, 2001 
There were six members present in St. John's and Goose Bay. No members were present 
from along the coast. Two apologies were noted. The final decision was made for the logo. 
Activities for the International Day of the Midwife included the Past President phoning the 
• l 
morning VOCM phone-in show to speak about midwives, and in response to the CAM press 
release being invited to answer questions on the CBC Corner Brook morning show the following 
week. Condolences were expressed to our Treasurer for her loss. 
Any plans for a Workshop were tabled until members express interest in helping with 
this. It was noted that there are Health Forums being held around the province, and the Romanov 
commission will be occurring. Attendances and presentations are by invitation only. 
(Application forms for an invitation are on the provincial government's web site). The Women's 
Health Network of Newfoundland and Labrador is having its annual forum on September 28, but 
the AMNL does not have a poster presentation this year as Pearl was out of the country when the 
application forms were distributed. We need a permanent address. 
Canadian Association of Midwives- highlights of the meeting taken from Ann Chaulk's notes. 
A general meeting, lasting nearly four hours, was held via the telephone conferencing 
system, June 26, 2001, from 1700 (MST) (2000 hours AST). Present were two executive 
members, representatives and contacts from all provinces and territories except the Yukon. 
SOGC Membership. There are now over 50 midwives who are members of SOGC. This 
entitles member midwives to a non-voting seat on SOGC council. Two midwives were 
nominated. 
Narcotics Re~ulation. The President, Carol Cameron, has been in contact with the Office 
of Controlled Substances for Canada regarding initiating legislation that will enable midwives to 
use narcotics. The President has been assured that this issue is the very next item on the Office's 
agenda, however, they are currently dealing with marijuana legislation issues and will not be 
dealing with other narcotic regulation issues for some time. 
Committees. Committees were formed for the AGM planning, and for the ongoing 
production of CAM's Newsletter. There were several ideas put forward that a Mission 
Statement, Policies and Protocols, a process for selection of delegates to attend meetings, are all 
required to continue the work of the association. Communication between CAM and 
provincial/territorial associations was discussed. 
Nominations. Kim Campbell (MABC) was nominated for President. Joanna Greenhalgh 
(AAM) has indicated that she is willing to be nominated for Secretary and Fran Wertman 
(ANSM) agreed to be renominated for Treasurer. The new executive will take over their 
positions following the AGM in October. 
Membership Fees. The issue of students in a recognized Canadian midwifery education 
programme paying a $5 fee towards the cost of providing newsletters was agreed. 
Conference. The Canadian Association of Midwives and the American College ofNurse 
Midwives joint conference Bridging Midwifery Borders is being held in Toronto, following 
CAM's AGM (October 3-5, 2001). Board members who are on the conference Planning 
Committee gave further information on the tentative programme. The Committee members were 
asking for input for remaining details, e.g. arrangement of speakers, problems with advertising 
and who to accept, setting date of early bird deadline. It is proposed that each member 
association has a table to display a information about midwifery in their province/territory. Fund-
raising items that are available could also be sold at this time. 
• 
• 
• 
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International Confederation of Midwives. The current members ofiCM (BC, AB, ON, 
PQ) agreed to not renew their next membership in January 2002. This will enable CAM to 
become a member. CAM will then represent all midwives and midwifery jurisdictions that meet 
the International Definition of a Midwife (as stated in CAM Bylaws). 
Some Midwifery Happenings around the Country 
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Alberta. Although midwifery legislation has been implemented in this province midwives 
are not funded by the government. Therefore, midwives were going to withdraw their services on 
May 1, 2001, because clients could not afford to pay them a fee which would cover the liability 
insurance and other costs involved in providing care. The Alberta Government decided to fund 
the insurance premium which was causing the biggest problem. They are now undertaking a 
consultation to look at funding and funding levels. The midwives are continuing to provide care 
to those who can pay. Thus, midwifery care continues to be given to those who can afford this 
service, and is not available to most adolescent women and women in lower socioeconomic 
situations who would really benefit from the continuity of care provided by midwives. 
Saskatchewan. In 1999 midwifery was legislated as an autonomous profession but the 
Act has not yet been proclaimed. Some of the midwives have moved and become registered in 
provinces where midwifery is funded by the government. Recently a new lay midwife arrived, 
and she will be attending births with an apprentice midwife. There are three more midwives 
practising in the province. The midwives have been told that the government will not fund 
midwifery. [Without legislation being implemented midwives do not have to pay for registration 
or for liability insurance]. There is a limit as to what clients can only afford to pay. Doulas are 
only supposed to give labour support and are cheaper than midwives, so women are preferring to 
use doulas. There is a great backlash against the government's lack of action and some women 
are rumored to be giving birth without midwives or physicians being present. 
Ontario. The Council of the College of Midwives of Ontario has decided that, due to 
financial constraints, it will no longer run the Prior Learning and Experience Assessment 
(PLEA) Program every year. Beginning in 2001, the Program will run every second year until 
further notice. This means that the next available PLEA Program is scheduled for 2003. The 
Ontario Midwifery Language Proficiency Test will continue to be offered twice a year. Anyone 
who has ordered a PLEA Information Package and who did not apply to the 2001 PLEA 
Program will be put on a waiting list. The College will contact individuals on the waiting list 
when further information about the next program and the 2003 Orientation Book are available. 
To receive an information package, or be placed on the waiting list, contact the College of 
Midwives at: 
2195 Yonge Street, 4th Floor, Toronto, ON, M4S 2B22 (Telephone: 416-327-0874; 
E-mail: admin@cmo.on.ca ). 
The Future of Maternity Care in Canada: Crisis and Opportunity 
The published proceedings of the November 24-25, 2000, national conference including 
presentations, group discussions and national recommendations, are available for $25 per copy, 
from the Department of Family Medicine, St. Joseph's Health Care London, P.O. Box 5777, 
London, ON, N6A 4L6. Cheque to be made payable to the Department of Family Medicine. 
For further information contact: terri.macdougall@sjhc.london.on.ca 
Midwifery Implementation Committee 
A MIC meeting was held on May 22,2001. At this meeting the Scope of Practice 
subcommittee's documents were accepted. There are still questions about education updates to 
meet the requirements for licensure ready for legislation implementation, such as: will this be a 
cost recovery procedure or will there be a once only subsidizing of costs (as has been usual in 
other provinces)? Currently the Government is focusing on the regulation of the Midwifery . . 
profession in order to protect the public interest, and is not addressing the development and 
implementation of a midwifery programme. Hiring of midwives will be by individual regional 
health boards. The date for legislation to be introduced into the Legislature depends on the 
timing of the Canopy Act. 
In response to information circulated by the AMNL and the ARNNL, requesting the 
names of midwives who may be interested in becoming registered once midwifery legislation is 
implemented, 20 names were received; and 12 are members of AMNL. These midwives are 
currently in the following regions: Labrador= 12; Grenfell= I; Western= 1; Central and 
Eastern= 0; St. John's= 3; Outside the Province= 3. 
The Midwifery Implementation Committee (MIC) Meeting, September 20, 2001 
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In the morning there had been meetings of the Education and Licensing subcommittee 
and the Communication subcommittee. In the afternoon there was a general meeting of the MIC. 
At the general meeting the Education and Licensing subcommittee reported that the 
mandate to look at the educational and practice assessments for licensing when the Midwives 
Act comes into effect, is nearly completed. The suggestion is for self-learning modules and 
examinations (that are being used nationally), the cost for these could be comparable to the cost 
of taking a university graduate programme. 
The Communications subcommittee is developing a plan for advising professional and 
public groups about midwifery legislation once it is passed, prior to it coming into effect. If there 
still are any who have not given their names to Betty Lundrigan at the ARNNL (E-mail: 
blundrigan@nf.aibn.com) they should do this as soon as possible. 
As the Scope of Practice subcommittee has finished its mandate of developing documents 
related to standards and policies for midwifery practice, the subcommittee "was retired". To 
assist members of the subcommittee with their work, several other provinces where documents 
had already been developed kindly agreed to share them. {To see examples from other provinces 
look at Pearl's web site, and click on Licensing Bodies, then for example, look at CMBC and on 
the left side is a menu showing competencies, standards, policies). Those who may wish to 
become registered midwives are strongly advised to take advantage of all workshops offered by 
their Health Board, especially programmes such as CPR, ALSO/ALARM, Neonatal 
Resuscitation (NRP where midwives will be required to successfully complete the whole 
programme (including intubation of models) similar to requirements for physicians). These 
programmes have to be retaken every one or two years but the retesting is shorter (and cheaper). 
The NRP is a simulation and in Canada even pediatric residents have limited intubation 
skills at the time of completion of training. An effort is being made to address this by developing 
new models for training (anatomically correct manikins and animal models). "Midwives should 
be familiar with all the steps ofNRP including endotracheal intubation, and they should carry the 
appropriate equipment. They MUST be practically skilled in bag-mask ventilation. One cannot 
expect them to ever be expert at endotracheal intubation of the newborn in Canada, which is 
essentially a default when bag-mask ventilation is failed". It is expected that midwives would be 
exposed to further training in neonatal resuscitation and also obtain practical skills in real life. 
The next meeting of the MIC is October 22, 2001. 
' 
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Pearl's Own Observations 
The philosophy of midwifery care in Canada including in this province, is for midwives 
to provide continuity of care, between hospitals and the community (see the International 
Definition of a Midwife, and our Philosophy of care (AMNL Newsletter January 2001)). 
Midwives could be based either in the community or in the hospital, but will need hospital 
privileges, be able to freely move between the hospital and the community, and not be subject to 
shift routines. 
Midwives could be paid by the health boards or be in private practice. Once midwifery 
legislation comes into effect, all midwives are required to have a liability insurance. In all 
provinces the government/health boards pay the liability insurance for midwives (similar to the 
way in which they, including the Newfoundland government, pay for the insurance for many 
physicians). Unless the government pays this insurance the midwife would be paying about 
$15,000 to $20,000 per year. 
Of course, there is no way of knowing what the salary range would be for registered 
midwives, but one could consider the nurse practitioner salary range and then add for more 
responsibility. This is how midwives' salaries have been calculated in some provinces (between 
that for nurse practitioners and family practice physicians). With no funding it would cost a 
midwife $20,000 or more for insurance and registration, before a woman or baby could even be 
touched, in addition to buying the equipment which the midwife would be required to have. 
It is not known how midwifery practice will develop after legislation is passed. 
Legislation protects the general public and then regulations are developed to state how this 
protection will be carried out. The role of the MIC is to advise government regarding this. Until 
all of these parts are completed, nothing definite can be said about the practice of midwifery in 
this province. The work of the Association is to support the midwives, and in other provinces 
registered midwives are required to be members of both the Midwives College (to which they 
pay the registration fee) and the Association (which may pay the liability insurance fee, arrange 
continuing education, etc.). 
It needs to be remembered that once midwifery legislation comes into effect all those 
who routinely "catch" babies or are covered by the special agreement for the north, will need to 
be registered. (At present in Newfoundland and Labrador there are no practicing midwives, only 
nurses with midwifery experience). If there are no registered midwives in the agency then 
physicians will need to be present for all births which could perpetuate the medicalization of 
childbirth, and the lack of continuity of care for women. (At the same time it is acknowledged 
that some physicians provide continuity of care and support "natural" childbirth). 
Women Voting- September the Month for Elections 
At the beginning of the last century "One of the most profound legal inequities was the 
denial of "personhood" to women. With this restriction, women, whether married or single, were 
not permitted to sit on juries, vote or hold public office. These prohibitions rested on the 
definition of "persons" as exclusively male". "It was not until 1921 that women were legally 
permitted to vote in municipal elections, providing that they had the necessary property 
qualification. Finally, in 1925 women were granted the right to vote in all elections" (Kealey, 
1993). The 1925 amending Act stated that "Every male British subject of the full age of twenty-
one years and every female British subject of the full age of twenty-five years of sound 
understanding and resident in the Colony for two years ... shall be competent to vote". But, this 
did not apply to Labrador where women did not get the right to vote until 1949 (cfield@mun.ca). 
Women in Newfoundland were considered to be persons before women in Canada. 
Some Questions Answered by Sara, a Student in the Ontario Midwifery Programme 
Editor: I have some questions I would like to ask you about your practice requirements. 
Student: I will do my best to answer them, but I don't promise to be 100% correct! 
Editor: For each year during the program, how many births do the student midwives have 
to obtain? 
Student: This changes. The totals are laid out per clinical course, and each course is one term 
long. In Introduction to Midwifery (2 terms), the target is 5 births. For all others, the aim is at 
least 12 following the primary midwife. In later courses, a growing number of births following 
the second midwife are added, eventually equaling the births a registered full-time midwife 
would attend by the final term. 
Editor: When do the students commence being the primary midwife? 
Student: We use a few different definitions for "primary". We begin to "catch" babies in 
Midwifery 2 (second clinical course). We begin to take on responsibility for coordinating care, 
consulting with other caregivers, etc. in Midwifery 3. 
Editor: Do students have to provide continuity of care during the four year program? 
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Student: Ofthe 60 births we attend (minimum), 30 must include continuity of care (defined as at 
least 5 prenatal visits, the birth and at least 3 postpartum visits). 
Editor: During your internship (after your have completed the program) how many births have to 
be obtained, and how many of these as primary midwife, and providing continuity of care? 
Student: This year of mentored practice is completed after being registered with the College, so 
the practitioner will be the actual primary midwife and the actual backup midwife for an 
approximately equal number of births. Midwives must meet active practice requirements within 
2 years of being registered. I can't currently put my finger on the active practice requirements, 
but I 
believe the requirement is to care for 20 women in the primary role within 2 years of registration. 
The College would be able to clarify this for you. 
Editor: Do you have a certain number of vaginal examinations that have to be made? 
Student: No, gaining skill in vaginal exams is monitored by the student's clinical preceptor. If 
the student is having trouble meeting expectations for her level of training, the preceptor and 
tutor will both step in to try to help the student take the steps she needs to in order to improve. 
Editor: Do you have a certain number of perineums to be sutured, either tears or episiotomies? 
Student: No, competency in episiotomy and suturing works the same way as vaginal exams- you 
need to do enough to learn to be competent. Different volumes of experience are needed by 
different students- I certainly find suturing more challenging than cutting an episiotomy! 
Editor: What are your textbooks? 
Student: An eclectic mix from midwifery, obstetrics, neonatology, nursing, breastfeeding, etc. 
Especially, Myles, Williams, Beischer McKay and Colditz, Tappero and Honeyfield, Enkin et 
al., Baskett. 
Editor: Thank you. Your information is much appreciated. 
Student: No problem, I hope it helps. 
.. 
• 
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Fetal Alcohol Syndrome- Private Member's Motion M-155 in the House of Commons 
On April23, 2001, Judy Wasylycia-Leis, MP for Winnipeg North Centre, presented a 
private member's motion: 
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That in the opinion of this House, the government should consider the advisability lof 
requiring that no person shall sell an alcoholic beverage in Canada unless the container in 
which the beverage is sold carries the following visible and clearly printed label: 
"Warning: Drinking alcohol during pregnancy can cause birth defects". 
The motion was passed by Parliament. It was supported by those who over the years have raised 
public awareness of the important issue ofF AS IF AE. Many individuals and groups had 
contacted Members of Parliament to voice support for the motion. Hundreds of other Canadians 
signed petitions supporting warning labels. Within Parliament, members of all political parties 
rallied support for the vote. This is only one step closer to federal action on warning labels. 
There is still a long way to go before seeing warning labels on bottles. There is still a need for 
people to push for government action in response to M-155 
Supplementation: Changing Practice by Jackie Glover, IBCLC, Lethbridge Hospital, AB. 
Transcript from the 1998 ILCA Conference. Submitted by Pamela Browne. 
Evidence shows that premature babies who are supplemented with artificial formula (AF) 
have lower oxygen saturation and higher rate of apnoeic periods and bradycardias. Jackie 
extended this fact and suggested that even full term normal babies could be compromised to 
some extent too, with lower saturation and increased risk of apnoea and bradycardia. Research 
shows that AF supplementation for all babies increases risk of allergies, increases gut flora 
changes, increases serum bilirubin rate (SBR), increases hospital stay, increases weight loss (as 
shown in a study in their Lethbridge Hospital but not yet supported by other studies), with 
breastfeeding after bottle feeding, increases risk of sore nipples. 
What we do speaks much louder than what we say, i.e. if nurses give supplements (AF or 
glucose water) to a baby, this tells the mother that it is OK and because a professional does it 
then it would be a good practice for the mother to continue at home. 
The baby will or may have increased difficulty or reluctance to self latch to the breast 
post delivery after: 
1. Maternal sedation; 
2. Separation of mother and baby, even for measuring and bathing; 
3. Excessive suctioning; 
4. Baby is forced to the breast. 
All of these factors can lead to a disorganized baby. 
The Lethbridge Hospital has a new policy regarding supplementation which includes: 
1. Hypoglycaemia (see the WHO document on hypoglycaemia, and Jackie referred to "The 
effect of feeding glucose water to breastfeeding newborns on weight, body temperature, 
blood glucose and breastfeeding duration" in the 1997 Journal of Human Lactation, 
13(3), 209-213). Now at the Lethbridge Hospital there are only routine tests for 
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symptomatic babies (apnoea, irritability, jitteriness, cyanosis, respiratory distress 
syndrome, cold stress, seizures, lethargy), and asymptomatic babies in high risk groups, 
e.g. Small for gestational age (below third percentile weight), large for gestational age 
(greater than 95 percentile weight) and babies of diabetic mothers. They believe that if a 
baby will be hypoglycaemic it will occur during the first four hours after birth, so they do 
not take frequent blood tests unnecessarily. If the glucose level is less than 2 mmol/L . 
they try breastfeeding or expressing colostrum via a cup or syringe, or as a last choice 
give AF. If the glucose is above or equal to 2 mmol/L they consider this normal and 
therefore do not treat. 
2. Fluid depletion which is seldom seen before 48 hours of age. They expect one wet diaper 
on day one, two wet diapers on day two, and three wet diapers on day three. They expect 
ye1Iow stools by days four to five. Uric acid crystals are considered normal and are 
thought to indicate dryness in the baby and should not occur after four or five days. 
3. Caloric insufficiency, i.e. greater than 10% initial weight loss on day three or greater than 
7% weight loss on small for gestational age babies. 
4. A baby not feeding at the breast effectively, e.g. cleft lip/palate, poor latch, tongue tie, 
maternal problems (e.g. breast surgery, pituitary gland problems, hypothyroidism). It had 
been thought that maternal conditions such as severe pregnancy induced hypertension 
(PIH) with seizures or severe postpartum haemorrhage (PPH) were reasons to 
supplement, however, Jackie said that these conditions no longer prevent breastfeeding 
and such practices can be safely revised. 
To prevent the routine practice of supplementation they believed they needed to educate 
all staff to be able to assess a breastfeed, by using the four As: 
1. Alignment properly; 
2. Areola covered in a wide grasp; 
3. Areola compression- suckle; 
4. Audible swallow (do not expect audible swallow on day one but should on day four). 
At the Lethbridge Hospital they use the No Finer Investment video from the Royal 
College of Midwives. They also developed a breastfeeding competency programme for staff to 
encourage consistency in assessment and care given by staff. This includes: 
1. Reviewing their breastfeeding references and now they only use the La Leche league 
Breastfeeding Answer Book (which is very well liked) and the National Breastfeeding 
Guidelines for Health Professionals (CICH); 
2. A written examination; 
3. A review of skills, viewing the video, and then writing another examination. 
They will supplement if requested by the mother, if the mother understands the risks. 
When possible expressed breastmilk is used. Glucose water and AF both carry risks. Dr. Jack 
Newman says that glucose water is all right (if supplementation is needed in the first three days) 
but the paediatrician at the Lethbridge Hospital believes that if a baby truly needs 
supplementation then it should be given milk, preferably expressed breastmilk. 
The Lethbridge Hospital policy says that the supplement should be done at the breast if at 
all possible, i.e. the supplementary nursing system. If the supplementary nursing system is not 
possible then finger feeding or cup feeding is used. Research does not suggest which form of 
supplementing is better. There is a lot of controversy regarding finger feeding, the milk should 
not be squirted into the baby's mouth but rather the baby should be sucking the milk from the 
• 
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milk source. Bottle feeding can be problematic and so alternative methods are preferred. 
How long can a baby not breastfeed post delivery? At the Lethbridge Hospital they 
encourage staff and mothers to observe for physiological readiness and so the mother and her 
baby are not separated. If the baby is sleepy, the baby is unwrapped and they suggest placing 
skin to skin with the mother. They only use physiological methods to wake the baby and do not 
use cold water or flicking the feet to wake the baby. They always observe the baby for feeding . 
readiness cues. They find that by swaddling the baby with legs flexed will often lead the baby 
into a quietened yet alert state perfect for breastfeeding. Most babies breastfeed effectively 
within three to five hours. If the baby does not breastfeed effectively, they do a full baby check, 
and if the baby is all right they wait and try again to breastfeed in an hour. If the baby is not 
alright when examined they report to the physician, supplement as per the policy, and express 
the breasts. They have found that by using this method they have identified babies with 
problems, e.g. with cardiac problems, more quickly because in the past they would have just 
supplemented automatically. So this policy is working very well. 
If the baby is all right but still not breastfeeding, they try breastfeeding every one hour 
and review if the baby is too sleepy. They may do a glucometer test at 12 hours but that is 
usually alright and so they leave the baby to sleep and breastfeed when the baby wakes and is 
physiologically ready. 
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If the baby does not breastfeed, e.g. the baby is disorganized because of separation and so 
feeding cues were missed, then they give mother and baby lots of non feeding cuddling time 
together. They feed baby and if unable to breastfeed then rule out physical problems, check 
position and latch, and if the baby is still not breastfeeding they assume it is due to the baby 
being disorganized and supplement the baby, e.g. finger feed and double pump the mother. They 
continue to try breastfeeding until a good position and latch occurs and breastfeeding is 
effective. 
Supporting comments from A Guide to Effective Care in Pregnancy and Childbirth (3rd ed.). 
Editors: Enkin, M., Keirse, M. J. N.C., Neilson, J., Crowther, C., Duley, L., Hodnett, E., & 
Hofmeyr, J. (2000). 
p. 430 Hospital policies can affect subsequent breastfeeding patterns among women who wish to 
breastfeed their babies. In all trials that have addressed this question, the proportion of 
women who discontinued breastfeeding in the first 3 months was substantially higher 
among women who had been subjected to more restrictive policies. 
p. 441 Early contact between mother and baby has beneficial effects on breastfeeding, in 
addition to other important benefits. It is difficult to separate the effects of early suckling 
per se from the effects of other early mother-baby interactions, such as touching, gazing, 
and skin-to-skin contact. Feeding within the first 2 hours after birth increases the duration 
ofbreastfeeding when compared to a delay of 4 hours or more. No research has 
demonstrated a critical period for the first feed in terms ofbreastfeeding success; that is, 
there is no evidence to suggest that her breastfeeding will suffer if a mother does not feed 
her baby immediately after birth. There are therefore, no research-based grounds for 
replacing the old dogma ('no baby should breastfeed until 4 hours after birth') with a new 
dogma ('all babies should feed immediately after birth'), or for encouraging a mother to 
breastfeed her baby before she and her baby are ready. Babies have a wide range of 
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behaviour following spontaneous birth, and are not all ready to feed at the same time. 
Unless or until more evidence is available, interventions aimed either at delaying or 
speeding up the time of the first feed should be avoided. The first feed after birth (as 
opposed to the immediate post-delivery nuzzle at the breast) should be given in privacy, 
at a time when the baby is receptive, and after the mother and baby have been made 
comfortable. 
p. 447 There is no evidence to support the widespread practice of giving breastfed babies 
supplementary feeds of water, glucose, or formula. A healthy baby has no need for large 
volumes of fluid any earlier than these become available physiologically from the breast. 
There is equally no evidence to support the widespread belief that giving additional fluids 
to breastfed babies prevents or helps to resolve physiological jaundice. In the only 
randomized, controlled trial to have examined the question, there was no statistically 
significant reduction in mean plasma bilirubin levels associated with giving water 
supplements, nor any evidence that babies receiving extra fluids were any less likely to 
develop 'breast milk jaundice' or require phototherapy. 
The practice of giving breastfed babies formula while lactation is becoming established is 
also misconceived. Women whose babies receive routine supplements are up to five 
times more likely to give up breastfeeding in the first week and twice as likely to 
abandon it during the second week, as women whose babies are not supplemented and 
who are encouraged to feel that their own colostrum and milk are sufficient. 
Those hospitals that allow breastfeeding mothers to be given free samples of formula also 
prejudice the chances of successful establishment and maintenance ofbreastfeeding. This 
policy increases the chance that breastfeeding will have been abandoned within a few 
weeks of birth. 
p. 453 Four main types of drugs have been evaluated in attempted treatment of insufficient milk: 
dopamine antagonists, iodine, thyrotrophin-releasing hormones, and oxytocin. Since 
dopamine has been shown to have a critical role in the mechanisms that control prolactin 
production, several researchers have experimented with drugs that block dopamine 
receptors, including metoclopramide (Maxalon), sulpiride (Dolmatil), and domperidone 
(Motilium). There is some evidence that these drugs may be of use for mother who are 
temporarily unable to feed their babies. Of all of them, domperidone seems to be the most 
likely to be useful. Further research is required to clarify this. None of these drugs has 
been tested as part of a regimen that also provide supportive care .... The most crucial 
information concerns weight changes in the baby .... There is no strong evidence that 
oxytocin administration has a beneficial effect on milk supply. 
(References, mainly from the Cochrane Library, are given at the end of each chapter). 
No membership fee is required to view the Cochrane Library abstracts at: 
www. update-software.com/ abstracts/mainindex.htm or 
www,update-software.cornlcochrane then click on abstracts. 
• 
.. 
• 
! 
• 
Have you Read? 
Bassett, V. (2001). Baby-friendly charting. AWHONN Lifelines, 5(3), 48-54. 
How one Canadian hospital developed a newborn critical path and documentation tool that 
supports moms and babies. Includes copies of forms. 
Bricker, L., & Luckas, M. (2001). Selected Cochrane systematic reviews: Amniotomy 
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alone for induction of labour. Birth, 28(2), 138-139. . 
Buckeridge. D. L. , & Goel, V. (200 1 ). Health informatics education: An opportunity for 
public health in Canada. Canadian Journal of Public Health, 92(3), 233-236. 
The federal government has announced their intention to invest an additional $500 million in 
health information and communication technology, but there is little investment in health 
informatics education even though there is a limited educational capacity in Canada. 
Carlson-Sabelli, L., & Lessick, M. (2001). Genetic advances in bipolar disorder. 
A WHONN Lifelines, 5(3 ), 34-41. Implications for pregnancy and overall women's health. 
Includes web site addresses from where further information may be obtained. 
Chalmers, B., Mangiaterra, V., & Porter, R. (200 1 ). WHO principles of perinatal care: 
The essential antenatal, perinatal, and postpartum care course. Birth, 28(3), 202-207. 
Chalmers, B., & Porter, R. (200 1 ). Assessing effective care in normallaobr: The Bologna 
score. Birth, 28(2), 79-83. Proposed at the 2000 WHO meeting in Bologna. 
Clinical issues. (2001). Sexuality in women's health. JOGNN, 30(4), 421-447. (A 
selection of articles). 
Clinical issues. (2001). Infections in women's health. JOGNN, 30(3), 306-350. 
Fraser et al. (200 1 ). Selected Cochrane systematic reviews: Amniotomy for shortening 
spontaneous labour. Birth, 28(2), 139. 
French, L. (200 I). Selected Cochrane systematic reviews: Oral prostaglandin E2 for the 
induction of labour. Birth, 28(3), 2I4-215. 
Gaskin, I. M. (200 I). The dark side of US obstetrics' love affair with misoprostol. 
MIDIRS Midwifery Digest, 11(2), 205-209. 
Gatrad, A. R., & Sheikh, A. (2001). Muslim birth customs. MIDIRS Midwifery Digest, 
11(3), 42I-424. (From January 200I, Archives of Disease in Childhood [Fetal and Neonatal 
ed.]. 84(1 ), F6-F8. 
Hobbins, D. (2001). Prepping for healthy moms and babies. AWHONN Lifelines, 5(4), 
49-54. Excerpted from the author's Preconception care: Maximizing the health of women and 
their newborns, in the A WHONN Practice Monographs Series. ($I7.50 US members, $30 US 
others) 
Janssen et al. (200I). Single room maternity care: The nursing response. Birth, 28(3), 
173-179. The positive response to single room maternity care by obstetrical nurses in this 
Vancouver Hospital was demonstrated by their improved overall satisfaction with the work 
environment. 
Kardong-Edgren, S. (200I). Using evidence-based practice to improve intrapartum care. 
JOGNN, 30(4), 37I-375. Examines the need for nurses to use the Cochrane Library, the free 
access to abstracts, and the written information in A Guide to Effective Care in Pregnancy and 
Childbirth (3rd ed. ). 
Kelly, A. J., Kavanagh, J., & Thomas, J. (2001). Selected Cochrane systematic reviews: 
Vaginal prostaglandin (PGE2 and PGF2a) for induction of labour at term. Birth, 28(3), 213-214. 
Managing epidurals. Exploring the nurse's role and A WHONN'S newest position 
statement. (2001). AWHONN Lifelines, 5(4), 27-28. (See www.awhonn.org). 
Mikkelsen, G. M. (2001). Shift change. Promoting cultural diversity in the workplace. 
AWHONN Lifelines, 5( 4), 55-56. 
O'Connor, M. (2001). 'Good girls' or autonomous professionals? Part 1: The 'statutory 
supervision' of midwifery: State powers and civil liberties. MIDIRS Midwifery Digest, 11(2), 
164-168. 
Page, S., & Cramer, K. (2001). Maclean 's rankings of health care indices in Canadian 
communities, 2000: Comparisons and statistical contrivance. Canadian Journal of Public 
Health, 92(4), 295-298. 
Prenatal ecstasy use and long-term memory loss. (2001). AWHONN Lifelines, 5(4), 23. 
(Report from the Journal ofNeuroscience. (May 1, 2001). Also see www.sfn.org). 
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Reiser, D. (2001). Hyperbilirubinemia. AWHONN Lifelines, 5(3), 55-61. Excerpted from 
the author's Hyperbilirubinemia and the term and near term newborn, the newest edition to the 
A WHONN Practice Monographs Series. (A WHONN members $17.50US, non-members $30US) 
Sakal a et al. (200 1 ). Consumer-professional partnership to improve research: The 
experience of the Cochrane Collaboration's Pregnancy and Childbirth Group. Birth, 28(2), 133-
137. 
Samuelsson, M., Radestad, 1., & Segesten, K. (2001). A waste of life: Fathers' experience 
of losing a child before birth. Birth, 28(2), 124-130. 
Sword et al. (2001). Understanding newborn infant readmission: Findings of the Ontario 
mother and infant survey. Canadian Journal of Public Health, 92(3), 196-200. 
Tough et al. (200 1 ). Characteristics of preterm delivery and low birth weight among 
113,994 infants in Alberta: 1994-1996. Canadian Journal of Public Health, 92( 4), 276-280. 
Young, D. (2001). The nature and management of labor pain: What is the evidence? 
[Editorial]. Birth, 28(3), 149-151. 
Warwick, C. (2001). A midwifery perception of the rising caesarean rate. MIDIRS 
Midwifery Digest, 11 (2), 152-156. 
Weeks, J. D., & Kozak, L. J. (2001). Trends in the use of episiotomy in the United States: 
1980-1998. Birth, 28(3), 152-160. 
Wen et al. (2001). Recent trends in fetal and infant outcomes following post-term 
pregnancies. Chronic Diseases in Canada, 22( 1 ), 1-8. 
PREP questions about labour and birth. (2001). MIDIRS Midwifery Digest, 1 1(3 Sup 2). 
Breastfeeding 
Adams et al. (2001). Breastfeeding trends at a [Ontario] community breastfeeding center: 
An evaluation survey. JOGNN, 30( 4), 392-400. 
Duff, E. (200 1 ). A small step - or a giant leap for womankind? Breastfeeding and world 
health. MIDIRS Midwifery Digest, 1 1(3), 323-324. 
Gill, S. L. (2001). The little things: Perceptions ofbreastfeeding support. JOGNN, 30(4), 
401-409. 
Levitt, C. (200 1 ). Approaches to breastfeeding: The role of hospitals, professionals and 
governments in promoting breastfeeding. In V. R. Preedy, G. Grimble, & R. Watson (eds.), 
Nutrition in the infant, problems and practical procedures (pp. 399-407). 
NOTE: While looking at these references, look at: MIDIRS in the true north. (2001). MIDIRS 
Midwifery Digest, 11(3), 430. See a photograph of an AMNL member, Rachel Munday. 
• 
• 
• 
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Update of the Memorial University Library Resources for 2000/2001 
The annual list of Resources of particular interest to members of the Association of 
Midwives. This is the seventh up-date since the original list covering materials obtained in the 
previous 10 years was printed in the Newsletter in 1994; and then annually in the September 
Newsletter. We have to thank Linda Barnett of the Health Sciences Library for retrieving the 
information for us. The items have not been checked, and so for some of those listed that author. 
may have used terminology in other than a physiological sense. 
(HEALTH = Health Sciences Library; QEII = Queen Elizabeth II Library) 
Childbearing 
Altpeter, Mary A. (2000). Breast cancer, cultural beliefs and rural women : racial and age 
differences in intentions to seek care. Thesis. Center for Newfoundland Studies. 
CALL NUMBER: MICRO FICHE 5340 LOCATION: CNS 
Association of Midwives of Newfoundland and Labrador Newsletter. 
HEALTH REFERENCE PERIODICAL no. 16- 200I- [St. John's, NF] :The 
Association, 200 I-
CALL NUMBER: WQ 160 N547N LOCATION: HEALTH 
Bajzak, Krisztina. (I999). Randomized comparison of oral misoprostol and oxytocin in 
the third stage of labour I Thesis. Centre for Newfoundland Studies. 
LOCATION: CNS 
Bhan, Maharaj K. et al. (Eds. ). (200 I). Micronutrients, maternal and child health I 
supplement. London :Nutrition Society. Series: (British Journal ofNutrition ; v. 85, 
suppl. no. 2). SHELVED BY SERIES TITLE AND VOL. NUMBER 
LOCATION: QEII 
British Medical Association. ( 1998). Human genetics : choice and responsibility I Oxford ; 
New York : Oxford University Press. 
CALL NUMBER: QZ 50 H918 1998 LOCATION: HEALTH 
Canadian Perinatal Surveillance System. (Corporate author). (2000).: Canadian perinatal 
health report, 2000. Ottawa, ON: Reproductive Health Division, Bureau of 
Reproductive and Child Health, Centre for Healthy Human Development, Population and 
Public Health Branch, Health Canada. 
CALL NUMBER: W A 900 DC2 C218C 2000 
CALL NUMBER: RG 530.3 C2 C36 2000 
CALL NUMBER: RG 530.3 C2 C36 2000 
LOCATION: HEALTH 
LOCATION: QEII 
LOCATION: GRENFELL 
Canadian Perinatal Surveillance System Steering Committee Members and Staff of the 
Bureau of Reproductive and Child Health. (2000). Perinatal health indicators for Canada 
: a resource manual I Ottawa, ON : Reproductive Health Division, Bureau of 
Reproductuve and Child Health, Laboratory Centre for Disease Control, Health 
Protection Branch, Health Canada. 
CALL NUMBER: W A 900 DC2 C218P A 2000 
CALL NUMBER: RG 530.3 C2 C362 2000 
LOCATION: HEALTH 
LOCATION: QEII 
Cannold, Leslie. (2000). The abortion myth : feminism, morality, and the hard choices 
women make I Hanover : University Press of England. 
CALL NUMBER: HQ 767.15 C38 2000 LOCATION: QEII 
Cherry and Merkatz's complications of pregnancy. (2000). Philadelphia: Lippincott 
Williams & Wilkins. 
CALL NUMBER: WQ 240 R6M 2000 LOCATION: HEALTH 
Cohen, Monique. (2000). Counseling addicted women : a practical guide I Thousand Oaks, 
Calif. : Sage Publications. 
CALL NUMBER: HV 4999 W64 C64 2000 LOCATION: QEII 
Corbett, Jane Vincent. (2000). Laboratory tests and diagnostic procedures with nursing 
diagnoses I Upper Saddle River, NJ : Prentice Hall Health. 
CALL NUMBER: QY 4 C789LA 2000 LOCATION: HEALTH 
Crittenden, Patricia McKinsey, & Angelika Hartl Claussen. (Eds.). (2000). The 
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organization of attachment relationships : maturation, culture, and context I Cambridge ; 
New York : Cambridge University Press. 
CALL NUMBER: BF 575 A86 074 2000 LOCATION: QEII 
Dockray-Miller, Mary. (2000). Motherhood and mothering in Anglo-Saxon England I New 
York : St. Martin's Press. 
CALL NUMBER: HQ 759 D63 2000 LOCATION: QEII 
Dox, I. G., J. L. Melloni, & H. H. Sheld. (2000). Melloni's illustrated dictionary of obstetrics 
and gynecology I New York : Parthenon Pub. Group. 
CALL NUMBER: WP 13 M527 2000 LOCATION: HEALTH 
Earle-Crane, Michelle. (2000). The quality of prenatal care : experiences of women 
attending Healthy Baby Clubs I Thesis. 
CALL NUMBER: MICRO FICHE 5291 LOCATION: CNS 
Enkin, Murray et al. (2000). A Guide to effective care in pregnancy and childbirth (3rd ed.). 
Oxford; New York: Oxford University Press. Series: (Oxford medical publications). 
CALL NUMBER: WQ 175 G946 _2000 LOCATION: HEALTH 
Epps, Susan, & Barbara J. Jackson. (2000). Empowered families, successful children: early 
intervention programs that work I Washington, DC :American Psychological 
Association. 
CALL NUMBER: BF 637 C6 E66 2000 LOCATION: QEII 
Eskin, Bernard A. (Ed.). (2000). The Menopause : comprehensive management I New York 
: Parthenon Pub. Group. 
CALL NUMBER: WP 580 M548 2000 LOCATION: HEALTH 
• 
0 
Evans, Arthur T., & Kenneth R. Niswander. (Eds.). (2000). Manual of obstetrics I 
Philadelphia, P A, USA : Lippincott Williams & Wilkins. 
CALL NUMBER: WQ 18.2 M294 2000 LOCATION: HEALTH 
Evenden, Doreen. (2000). The midwives of seventeenth-century London I Cambridge 
15 
[England] ; New York : Cambridge University Press. Series: (Cambridge studies in the . 
History ofMedicine). SHELVED BY SERIES TITLE AND VOL. NUMBER 
LOCATION: HEALTH 
CALL NUMBER: RG 950 E94 2000 LOCATION: QEII 
Fagan, Maria A. (2000). Family functioning and expectations of children as perceived by 
mothers with migraine I Honours Dissertation. LOCATION: CNS 
Finucane, Brendan T. (Ed.). ( 1999). Complications of regional anesthesia I New York : 
Churchill Livingstone. 
CALL NUMBER: WO 300 C737 1999 LOCATION: HEALTH 
Greenspan, Francis S., & David G. Gardner. (Ed.). (2001). Basic & clinical endocrinology I 
New York : Lange Medical Books/McGraw-Hill. Series: (Lange medical book) 
CALL NUMBER: WK 102 B311 2001 LOCATION: HEALTH 
Hamric, Ann B., Judith A. Spross, Charlene M. Hanson. (2000). Advanced nursing practice : an 
integrative approach I Philadelphia : W.B. Saunders Co. 
CALL NUMBER: WY 101 A244 2000 LOCATION: HEALTH 
Harris, Jay R. (Ed.). (2000). Diseases of the breast. I Philadelphia: Lippicott Williams 
& Wilkins. 
CALL NUMBER: WP 840 D611 2000 LOCATION: HEALTH 
Health statistics from the Americas. (1998). Washington, DC : Pan American Health 
Organization, Pan American Sanitary Bureau, Regional Office of the World Health 
Organization. 
CALL NUMBER: WA 900 AA1 H434 1998 LOCATION: HEALTH 
Holtzman, Neil A., & MichaelS. Watson. (1998). Promoting safe and effective genetic 
testing in the United States: final report of the Task Force on Genetic Testing I 
Corporate author: Task Force on Genetic Testing (U.S.) Baltimore: Johns Hopkins 
University Press. 
CALL NUMBER: QZ 50 T198P 1998 LOCATION: HEALTH 
Hoskins, Rhoda et al. (2000). Examining prenatal services : Eastern Newfoundland Health and 
Community Services Region Local Public Health Infrastructure Development (LoPHID) 
Project I [Holyrood, Nfld.?] :Health and Community Services, Eastern Region [and] 
CIET Canada. Centre for Newfoundland Studies. 
CALL NUMBER: RA 530.3 N4 E93 2000 LOCATION: CNS 
Hughes, L. E., Hughes, R.E. Mansel, D. J. T. Webster et al. (2000). Benign disorders and 
diseases of the breast: concepts and clinical management I London : W.B. Saunders. 
CALL NUMBER: WP 840 H893B 2000 LOCATION: HEALTH 
Kasper, Anne S., & Susan J. Ferguson. (Eds.). (2000). Breast cancer : Society shapes 
an epidemic I New York : St. Martin's Press. 
CALL NUMBER: RC 280 B8 K37 2000 LOCATION: QEII 
Kidder, Karen, Jonathan Stein, Jeannine Fraser, & Graham Chance. (2000). The Health 
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of Canada's children : a CICH profile I Ottawa, ON : Canadian Institute of Child Health. 
CALL NUMBER: WA 900 DC2 H439 2000LOCATION: HEALTH 
CALL NUMBER: RJ 103 C3 H43 2000 LOCATION: QEII 
Lambrou, Nicholas C., Abraham N. Morse, & Edward E. Wallach. (Eds.). (1999). The Johns 
Hopkins manual of gynecology and obstetrics I Department of Gynecology and 
Obstetrics, Johns Hopkins University School of Medicine, Philadelphia: Lippincott 
Williams & Wilkins. 
CALL NUMBER: WQ 39 J65 1999 LOCATION: HEALTH 
Lee, Richard V. et al. (Ed.). (2000). Medical care of the pregnant patient I women's health 
series I Philadelphia: American College of Physicians- American Society of Internal 
Medicine. Series: (Women's health series). 
CALL NUMBER: WQ 240 M488 2000 LOCATION: HEALTH 
Leete, Richard. (Ed.). ( 1999). Dynamics of values in fertility change I Oxford [England] ; 
New York : Oxford University Press, Series: (International studies in demography). 
CALL NUMBER: HB 901 D96 1999 LOCATION: QEII 
Legge, Carole, Gary Roberts, & Mollie Butler. (200 1 ). Situational analysis, fetal alcohol 
syndrome/fetal alcohol effects and the effects of other substance use during pregnancy I 
Ottawa : Health Canada, 2000. 
CALL NUMBER: RG 629 F45 L44 2000 LOCATION: QEII 
Lix, Lisa et al. (2000). Corporate author: Saskatchewan. Infant Mortality Research Team. 
The epidemiology of infant mortality in Saskatchewan 1982-1996 I prepared by the 
Infant Mortality Research Team. [Regina] : Saskatchewan Health. 
CALL NUMBER: W A 900 DC2.1 S3 S252E 2000 LOCATION: HEALTH 
McGregor, James A. et al. (2001). The Omega-3 story: nutritional prevention ofpreterm 
birth and other adverse pregnancy outcomes I Baltimore, MD : Lippincott Williams & 
Wilkins. Series: (Obstetrical and Gynecological Survey; v. 56, no. 5, Suppl. 1). 
SHELVED BY SERIES TITLE AND VOL. NUMBER 
LOCATION: HEALTH 
Mandeville, LisaK., & Nan H. Troiano. (Eds.). (1999). A WHONN high-risk and critical 
care intrapartum nursing I Philadelphia : Lippincott. 
CALL NUMBER: WY 157.3 A963 1999 LOCATION: HEALTH 
! 
• 
Mauriceau, Fran*cois. (2000). Diseases of women with child, and in child-bed I 1637-1709. 
Delanco, New Jersey: Classics of Medicine Library. 
CALL NUMBER: WZ 290 M455D 1683A LOCATION: HEALTH 
McFarlane, Deborah R., & Kenneth J. Meier. (2001). The politics of fertility control : family 
planning and abortion policies in the American states I New York : Chatham House 
Publishers. 
CALL NUMBER: HQ 766.5 U5 M436 2001 LOCATION: QEII 
Mengel, Mark B. L., & Peter Schwiebert. (Eds.). (2001). Ambulatory medicine: the 
primary care of families I New York : Lange Medical Books/McGraw-Hill Series: 
(Lange clinical manual). 
CALL NUMBER: WB 39 A497 2001 LOCATION: HEALTH 
Mishell, D.R. Jr. (Ed.). (2000). Current status ofbirth control : emphasis on the monthly 
combination injectable I St. Louis, MO : Science Printers and Publishers, Inc. Series: 
(Journal of Reproductive Medicine; v. 45, no. 10, Suppl.) 
LOCATION: HEALTH 
Mol, Jan A., & Roger A. Clegg. (Eds.). (2000). Biology of the mammary gland I New York : 
Kluwer Academic/Plenum Publishers Series: (Advances in Experimental Medicine and 
Biology; v. 480). SHELVED BY SERIES TITLE AND VOL.NUMBER 
LOCATION: HEALTH 
Monitoring reproductive health I Economic and Social Commission for Asia and the Pacific. 
(2000). New York : United Nations. Series: (Asian population studies series, 
ISSN_0066-8451 ; no. 155) (Library has: HD2756 .M66 1999) 
CALL NUMBER: HQ 766.5 A78 M66 2000 LOCATION: QEII 
Moon, Meaghan et al. (1999). Midwifery care: women's experiences, hopes and reflections 
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I Ottawa, ON: Health Canada, 1999. [Copies from the Prairie Women's Health Centre of 
Excellence (Fax: 204-774-4134; E-mail: pwhce@uwinnipeg.ca)]. 
CALL NUMBER: WQ 160 M818M 1999 LOCATION: HEALTH 
Nathanielsz, P. W. (1999). Life in the womb : the origin of health and disease I Ithaca, 
N.Y. : Promethean Press. 
CALL NUMBER: RJ 91 N235 1999 LOCATION: QEII 
Newfoundland & Labrador Centre for Health Information. (2000). Live birth trends, 
community and integrated health boards, Newfoundland & Labrador, 1994-1999. St. 
John's, NF : In Centre for Newfoundland Studies. 
CALL NUMBER: HB 940 N4 L57 200B 
CALL NUMBER: WA 900 DC2.1 N4 N546LB 2000A 
LOCATION: CNS 
LOCATION: HEALTH 
Newfoundland & Labrador Centre for Health Information. (2001). Mortality statistics: 
community and integrated health boards, Newfoundland & Labrador, 1991-1999. St. 
John's, NF. :In Centre for Newfoundland Studies. 
CALL NUMBER: WA 900 DC2.1 N4 N546MB 2001 
CALL NUMBER: HB 1360 N4 M667 200 I 
LOCATION: HEALTH 
LOCATION: CNS 
Newell, Marie-Louise, & James Mcintyre. (Eds.). (2000). Congenital and perinatal 
infections : prevention, diagnosis, a;nd treatment I Cambridge ; New York : Cambridge 
University Press. 
CALL NUMBER: WQ 256 C749 2000 LOCATION: HEALTH 
Nichols, Francine H., & Sharron Smith Humenick. (2000). Childbirth education : practice, 
research and theory I Philadelphia : W.B. Saunders. 
CALL NUMBER: WQ 300 N618C 2000 LOCATION: HEALTH 
Nicolaides, Kypros H., Neil J. Sebire, & Rosalinde J.M. Snijders. (Eds.). (1999). The 
11-14-week scan : the diagnosis of fetal abnormalities I New York : Parthenon Pub. 
Group. Series: (Diploma in fetal medicine series). 
CALL NUMBER: WQ 211 E39 1999 LOCATION: HEALTH 
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Noftall, Alice. (2000). The experience of men whose partners are hospitalized for high-risk 
pregnancies: a phenomenological study I St. John's, NF : [s.n.] . SHELVED BY SERIES 
TITLE AND VOL. NUMBER Centre for Newfoundland Studies. 
CALL NUMBER: W 4 M4 N773E 2000 LOCATION: HEALTH 
CALL NUMBER: MICRO FICHE 5381 LOCATION: CNS 
Nourse, Jennifer. (1999). Conceiving spirits : birth rituals and contested identities among 
Lauj*e of Indonesia I Washington, D.C. : Smithsonian Institution Press, Series: 
(Smithsonian series in ethnographic inquiry) 
CALL NUMBER: DS 632 L37 N68 1999 LOCATION: QEII 
Nugent, Patricia M. (Mercer). ( 1999). The experiences of women participants and resource 
mothers with the Healthy Baby Club model of prenatal support I Thesis. Centre for 
Newfoundland Studies. LOCATION: CNS 
Page, Lesley Ann, & Patricia Percival. (Eds.). (2000). The New midwifery: science 
and sensitivity in practice I Edinburgh ; New York : Churchill Livingstone. 
CALL NUMBER: WQ 160 N532 2000 LOCATION: HEALTH 
Paul, Maureen et al. ( 1999). A Clinician's guide to medical and surgical abortion I New 
York : Churchill Livingstone. 
CALL NUMBER: WQ 440 C6411999 LOCATION: HEALTH 
Paul, Maureen, Mitchell D. Creinin, & Laureen Tews. (2000). Early medical abortion I 
St. Louis, MO: Mosby. Series: (American Journal of Obstetrics and Gynecology; v. 
183, no. 2, Suppl.) SHELVED BY SERIES TITLE AND VOL. NUMBER 
LOCATION: HEALTH 
Plummer, Katherine J. (1999). Government-sanctioned midwifery in Canada, 1919-1991. 
New Haven, CT : [s.n.]. 
CALL NUMBER: WQ 160 P735G 1999 LOCATION: HEALTH 
Proctor, Sue, & Mary Renfrew (Eds.). (2000). Linking research and practice in midwifery: 
a guide to evidence-based practice I London; New York: Bailli*ere Tindall. 
CALL NUMBER: WQ 160 L756 2000 LOCATION: HEALTH 
• 
Ragon*e, Hel*ena, & France Winddance Twine (2000). Ideologies and technologies of 
motherhood : race, class, sexuality, nationalism I New York : Routledge. 
CALL NUMBER: HQ 759 I33 2000 LOCATION: QEII 
Ransom, Scott B., & Mitchell P. Dombrowski et al. (Eds.). (2000). Practical strategies in 
obstetrics and gynecology I Philadelphia : W.B. Saunders Co. 
CALL NUMBER: WQ 100 P895 2000 LOCATION: HEALTH 
Reynolds, Felicity. (Ed.).Regional analgesia in obstetrics : a millennium update I 
London ; New York : Springer. 
CALL NUMBER: IN PROCESS LOCATION: HEALTH 
Roberts, Gary, & Jo Nanson. (2001 ). Best practices, fetal alcohol syndrome/fetal alcohol 
effects and the effects of other substance use during pregnancy I prepared for Canada's 
Drug Strategy Division, Health Canada. [Ottawa] :The Division, 2000. 
CALL NUMBER: RG 629 F45 R63 2000 LOCATION: QEII 
Rodeck, Charles H., & Martin J. Whittle. (Eds.). (1999). Fetal medicine :basic science and 
clinical practice I London ; New York : Churchill Livingstone. 
CALL NUMBER: WQ 211 F417 1999 LOCATION: HEALTH 
Rutman, Deborah et al. (2000). Substance use and pregnancy : conceiving women in the 
policy-making process I Ottawa : Status of Women Canada 
CALL NUMBER: RG 580 S75 S72 2000 LOCATION: QEII 
Schroedel, Jean Reith. (2000). Is the fetus a person? :a comparison of policies across the fifty 
states I Ithaca [N.Y.] : Cornell University Press. 
CALL NUMBER: KF 481 S37 2000 LOCATION: QEII 
Seymour, John (John A.). (2000). Childbirth and the law I Oxford; New York: 
Oxford University Press. 
CALL NUMBER: K 4366 S47 2000 LOCATION: QEII 
Sherwen, Laurie Nehls, Mary Ann Scoloveno, & Carol Toussie Weingarten. (1999). Maternity 
nursing: care of the childbearing family I Stamford, CT: Appleton & Lange. 
CALL NUMBER: WY 157.3 S554N 1999 LOCATION: HEALTH 
Simkin, Penny, Ruth Ancheta, & Jilly Rosser. (2000). The labor progress handbook: early 
interventions to prevent and treat dystocia I Malden, MA : Blackwell Science. 
CALL NUMBER: WQ 39 S589L 2000 LOCATION: HEALTH 
Smith, Mindy A. Smith, & Leslie A. Shimp. (Eds.). (2000). 20 common problems in 
women's health care. New York : McGraw-Hill, Health Professions Division. 
CALL NUMBER: WA 309 T971 2000 LOCATION: HEALTH 
Speroff, Leon, & Philip D. Darney. (2001). A clinical guide for contraception I Philadelphia: 
Lippincott Williams & Wilkins. 
CALL NUMBER: WP 630 S749C 2001 LOCATION: HEALTH 
19 
Statistics Canada, Health Statistics Division Births. Shelf tables I = Naissances. 
Tableaux standards I Statistique Canada, Division de Ia statistique de la sant*e.Library 
Has: 84F-0210 QEII GOVDOC 1998-2001. Ottawa: Statistics Canada. 
CALL NUMBER: 84F-0210 LOCATION: QEII 
Stephenson, Rebecca Gourley, & Linda J. O'Connor. (2000). Obstetric and gynecologic 
care in physical therapy I Thorofare, NJ : SLACK, Inc. 
CALL NUMBER: WQ 200 S8370 2000 LOCATION: HEALTH 
Stevens, Laura Kathleen.(2000). Comparison of perinatal health prior to and after the 
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northern cod fishery closure in selected Newfoundland communities I Thesis. Centre for 
Newfoundland Studies. 
CALL NUMBER: MICRO FICHE 5315 LOCATION: CNS 
Taylor, Beverley J. (2000). Reflective practice : a guide for nurses and midwives I 
Buckingham [England] : Open University Press. 
CALL NUMBER: WY 16 T238R 2000 LOCATION: HEALTH 
Teijlingen, Edwin R. van et al. (Eds.). (2000). Midwifery and the medicalization of 
childbirth : comparative perspectives I Huntington, New York : Nova Science Publishers. 
CALL NUMBER: RG 950 M5245 2000 LOCATION: QEII 
Tempkin, Betty Bates. (1999). Ultrasound scanning : principles and protocols I 
Philadelphia : W.B. Saunders Co. 
CALL NUMBER: WN 208 T283U 1999 LOCATION: HEALTH 
Tetzlaff, John E. (2000). Clinical pharmacology of local anesthetics I Boston: 
Butterworth-Heinemann. 
CALL NUMBER: QV 110 T349C 2000 LOCATION: HEALTH 
Tiran, Denise, & Sue Mack. (Eds.). (2000). Complementary therapies for pregnancy and 
childbirth I Edinburgh ; New York : Bailli*ere Tindall. 
CALL NUMBER: WQ 165 C737 2000 LOCATION: HEALTH 
Torraville, Margaret Ann. (2000). Adolescent suicidal behaviours : a phenomenological 
study of mothers' experiences I St. John's, NF : [s.n.]. Thesis. 
CALL NUMBER: W 4 M4 T676A 2000 LOCATION: HEALTH 
Vontver, Louis A. (2000). Appleton & Lange's review of obstetrics and gynecology. 
New York : Appleton & Lange Reviews/McGraw-Hill, Health Professions Division. 
CALL NUMBER: WP 18.2 V948A 2000 LOCATION: HEALTH 
Wall, Patrick D., & Ronald Melzack. (Eds.). (1999). Textbook of pain I Edinburgh; New 
York : Churchill Livingstone. 
CALL NUMBER: WL 704 T355 1999 LOCATION: HEALTH 
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World Health Organization. (2000). Special Programme of Research, Development, and 
Research Training in Human Reproduction Reproductive health research at WHO: a new 
beginning: biennial report, 1998-1999 I UNDPIUNFPAIWHO/World Bank Special 
Programme of Research, Development, and Research Training in Human Reproduction. 
Geneva: World Health Organization. 
CALL NUMBER: WQ 205 S741R 1998-1999 LOCATION: HEALTH 
' 
Zimmerman, Richard Kent. (Ed.). (2000). Vaccines across the life span: from the teaching 
immunization for medical education (TIME) project I [Montvale, NJ : Dowden Health 
Media, Inc.]. Series: (Journal of Family Medicine ; v. 49, no. 9, Suppl.) SHELVED BY 
SERIES TITLE AND VOL. NUMBER LOCATION: HEALTH 
Neonatal 
Barker, David J. P. (Ed.). (2001 ). Fetal origins of cardiovascular and lung disease I New 
York: M. Dekker. Series: (Lung Biology in Health and Disease; v. 151) 
CALL NUMBER: WQ 210.5 F415 2001 LOCATION: HEALTH 
Broughton, Nigel S., & Malcolm B. Menelaus. (Eds.). (1998). Menelaus' orthopaedic 
management of spina bifida cystica I London ; Philadelphia : W.B. Saunders. 
CALL NUMBER: IN PROCESS LOCATION: HEALTH 
Chen, Zhe, Robert S. Siegler, & Marvin W. Daehler. (2000). Across the great divide : 
bridging the gap between understanding of toddlers' and older children's thinking I 
Oxford : Blackwell, Series: (Monographs of the Society for Research in Child 
Development; v. 65, no. 2.) 
CALL NUMBER: LB 1103 M64 V.65 N0.2 
CALL NUMBER: LB 1103 M64 V.65 N0.2 
CALL NUMBER: WS 105.5 C7 C518A 2000 
LOCATION: QEII 
LOCATION: GRENFELL 
LOCATION: HEALTH 
Cryer, Debby, & Thelma Harms. (Eds.). (2000). Infants and toddlers in out-of-home care I 
Baltimore ; Toronto : P. Brookes. 
CALL NUMBER: HQ 778.5 I523 2000 LOCATION: QEII 
. Current pediatric diagnosis & treatment. (2001). Norwalk, CT: Appleton & Lange. 
CALL NUMBER: WS 141 C8 2001 LOCATION: HEALTH 
Dershewitz, Robert A. (1999). Ambulatory pediatric care I Philadelphia : Lippincott-Raven. 
CALL NUMBER: WS 200 A4965 1999 LOCATION: HEALTH 
Dodge, Elaine. (2000). Glutathione peroxidase assay for red blood cells in pretenn infants 
and comparison with catalase, superoxide dismutase levels, and visual acuity I Honours 
Dissertation. Centre for Newfoundland Studies. LOCATION CNS 
Emmanouilides, George C. et al. (1998). Clinical synopsis of Moss and Adams' heart 
disease in infants, children, and adolescents : including the fetus and young adult I 
Baltimore : Williams & Wilkins. 
CALL NUMBER: WS 290 C641 1998 LOCATION: HEALTH 
Geffner, Robert A., Peter G. Jaffe, Marlies Sudermann. (Eds.). (2000). Children exposed to 
domestic violence : current issues in research, intervention, prevention, and policy 
development I New York : Haworth Maltreatment & Trauma Press. 
CALL NUMBER: HV 6626.5 C555 2000 LOCATION: QEII 
Gillberg, Christopher, & Mary Coleman. (2000). The biology of the autistic syndromes I . 
London :Mac Keith. Series: (Clinics in developmental medicine; no. 153/4) 
CALL NUMBER: WM 203.5 C692B 2000 LOCATION: HEALTH 
Jaffe, Joseph et al. (2001). Rhythms of dialogue in infancy: coordinated timing in 
development I Boston, Mass. : Blackwell Publishers. 
CALL NUMBER: LB 1103 M64 V.66 N0.2 LOCATION: QEII 
Kattwinkel, John et al. (Eds.). (2000). Textbook of neonatal resuscitation I [Dallas, TX] : 
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American Heart Association ; [Elk Grove Village, IL] : American Academy of Pediatrics. 
CALL NUMBER: WQ 450 B655T 2000 LOCATION: HEALTH 
CALL NUMBER: WQ 450 B655T 2000 CD-ROM LOCATION: HEALTH 
Kidder, Karen, Jonathan Stein, Jeannine Fraser, & Graham Chance. (2000). The Health 
of Canada's children : a CICH profile I Ottawa, ON : Canadian Institute of Child Health. 
CALL NUMBER: WA 900 DC2 H439 2000 LOCATION: HEALTH 
CALL NUMBER: RJ 103 C3 H43 2000 LOCATION: QEII 
Lacerda, Francisco, Claes von Hofsten, & Mikael Heimann. (Eds.). (2001). Emerging 
cognitive abilities in early infancy I Mahwah, N.J. : L. Erlbaum Associates. 
CALL NUMBER: BF 720 C63 E44 2001 LOCATION: QEII 
Legge, Carole, Gary Roberts, & Mollie Butler. (200 1 ). Situational analysis, fetal alcohol 
syndrome/fetal alcohol effects and the effects of other substance use during pregnancy I 
Ottawa: Health Canada, 2000. 
CALL NUMBER: RG 629 F45 L44 2000 LOCATION: QEII 
Mather, Jannah Hum, & Patricia B. Lager. (2000). Child welfare : a unifying model of 
practice I Australia ; Belmont, CA : Brooks/Cole. 
CALL NUMBER: HV 741 C499 2000 LOCATION: QEII 
Merenstein, Gerald B., & Sandra L. Gardner. (Eds.). (1998). Handbook of neonatal intensive 
care (4th ed.) I St. Louis: Mosby. 
CALL NUMBER: IN PROCESS LOCATION: HEALTH 
Muir, Darwin, & Alan Slater. (Ed.). (2000). Infant development :the essential readings I 
Oxford, UK ; Malden, Mass. : Blackwell. Series: (Essential readings in developmental 
psychology). 
CALL NUMBER: BF 719 I535 2000 LOCATION: QEII 
Murphy, Angela M. (2001). A pseudoisochromatic test for assessing colour vision in infants 
and preschool children I Honours Dissertation. LOCATION: CNS 
• 
• 
• 
• 
" 
• 
Muzi, Malinda Jo. (2000). Child development : through time and transition I Upper Saddle 
River, NJ : Prentice Hall. 
CALL NUMBER: BF 721 M98 2000 LOCATION: QEII 
Nathanielsz, P. W. (1999). Life in the womb : the origin of health and disease I Ithaca, 
N.Y. : Promethean Press. 
CALL NUMBER: RJ 91 N235 1999 LOCATION: QEII 
Neville, Brian, & Robert Goodman. (Eds.). (2000). Congenital hemiplegia I London: 
Mac Keith. Series: (Clinics in Developmental Medicine ; no.150). 
CALL NUMBER: WL 346 C749 2000 LOCATION: HEALTH 
Newell, Marie-Louise, & James Mcintyre. (Eds.). (2000). Congenital and perinatal 
infections : prevention, diagnosis, and treatment I Cambridge ; New York : Cambridge 
University Press. 
CALL NUMBER: WQ 256 C749 2000 LOCATION: HEALTH 
Notter, Robert H. (2000). Lung surfactants : basic science and clinical applications I New 
York: Marcel Dekker. Series: (Lung Biology in Health and Disease; v. 149) 
CALL NUMBER: WF 600 N918L 2000 LOCATION: HEALTH 
Pass, Kenneth A. et al. (Eds.). (2000). U.S. Newborn Screening System Guidelines II : 
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follow-up of children, diagnosis, management, and evaluation statement of the Council of 
Regional Networks for Genetic Services (CORN) I St. Louis, MO : Mosby. Series: 
(Journal ofPediatrics; v. 137, no. 4, Suppl.) SHELVED BY SERIES TITLE AND VOL. 
NUMBER LOCATION: HEALTH 
Pickering, Larry K. et al. (Ed.). (2000) 2000 Red book: report of the Committee on 
Infectious Diseases I Corporate author: American Academy of Pediatrics. Committee on 
Infectious Diseases. Elk Grove Village, IL: American Academy of Pediatrics. 
CALL NUMBER: WA 110A512R2000 LOCATION: HEALTH 
Polin, Richard A., & William W. Fox. (Eds.). (1998). Fetal and neonatal physiology I 
Philadelphia : Saunders. 
CALL NUMBER: WQ 210.5 F4173 1998 V.1 
CALL NUMBER: WQ 210.5 F4173 1998 V.2 
LOCATION: HEALTH 
LOCATION: HEALTH 
Roberts, Gary, & Jo Nanson. (2001 ). Best practices, fetal alcohol syndrome/fetal alcohol 
effects and the effects of other substance use during pregnancy I prepared for Canada's 
Drug Strategy Division, Health Canada. [Ottawa] : The Division, 2000. 
CALL NUMBER: RG 629 F45 R63 2000 LOCATION: QEII 
Rodrigue, James R., Gary R. Geffken, Randi M. Streisand. (2000). Child health assessment : 
a handbook of measurement techniques I Boston; Toronto: Allyn & Bacon. 
CALL NUMBER: RJ 50 R625 2000 LOCATION: QEII 
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Sanderson, Ian R., & W. Allan Walker. (2000). Development of the gastrointestinal tract I 
Hamilton, Ont.; St. Louis: B.C. Decker, c1999. 
CALL NUMBER: QP 145 S24 2000 
CALL NUMBER: QP 145 S24 2000 CD 
LOCATION: QEII 
LOCATION: QEII 
Sanes, Dan Harvey, Thomas A. Reh, & William A. Harris. (2000). Development of the 
nervous system I San Diego, Calif. : Academic Press. 
CALL NUMBER: QP 356.25 S365 2000 LOCATION: QEII 
Seidel, James S., & Jane F. Knapp. (Eds.). (2000). Childhood emergencies in the office, 
hospital and community : organizing systems care I Committee on Pediatric Emergency 
Medicine, American Academy of Pediatrics ; Elk Grove Village, IL : American 
Academy of Pediatrics. 
CALL NUMBER: WS 39 C536 2000 LOCATION: HEALTH 
Sinclair, C. Murray. (2000). The report of the Manitoba pediatric cardiac surgery inquest 
[computer file] : an inquiry into twelve deaths at the Winnipeg Health Sciences Centre in 
1994. [Winnipeg] : Provincial Court of Manitoba. 
CALL NUMBER: IN PROCESS LOCATION: INTERNET 
Sinha, Sunil K., & Steven M. Donn. (Eds.). (2000). Manual of neonatal respiratory care I 
Armonk, NY : Futura Pub. Co. 
CALL NUMBER: WS 280 M294 1999 LOCATION: HEALTH 
Speidel, Brian et al. (1998). A neonatal vade-mecum (3rd ed.) I London: Arnold; New York: 
Oxford University Press. 
CALL NUMBER: IN PROCESS LOCATION: HEALTH 
Taeusch, William, & Roberta A. Ballard. (Eds. ). ( 1998). A very's diseases of the newborn I 
Philadelphia : Saunders. 
CALL NUMBER: WS 420 S3D 1998 LOCATION: HEALTH 
Trawick-Smith, Jeffrey W. (2000). Early childhood development: a multicultural perspective I 
Upper Saddle River, N.J. : Merrill. 
CALL NUMBER: LB 1115 T73 2000 LOCATION: QEII 
Violato, Claudio, Elizabeth Oddone-Paolucci, & Mark Genuis (Eds.). (2000). The changing 
family and child development I Aldershot, Hants, England ; Burlington, Vt. : Ashgate. 
CALL NUMBER: HQ 728 C39 2000 LOCATION: QEII 
Volpe, Joseph J. (2001). Neurology of the newborn I Philadelphia: W.B. Saunders. 
CALL NUMBER: WS 340 V931N 2001 LOCATION: HEALTH 
Welch, Michael J. (Ed.). (2000). American Academy of Pediatrics Guide to your child's 
allergies and asthma : breathing easy and bringing up healthy, active children I New York 
:Villard. 
CALL NUMBER: WF 553 A512 2000 LOCATION: HEALTH 
• 
• 
• 
• 
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Zimmerman, Richard Kent. (Ed.). (2000). Vaccines across the life span: from the teaching 
immunization for medical education (TIME) project I [Montvale, NJ : Dowden Health 
Media, Inc.]. Series: (Journal of Family Medicine ; v. 49, no. 9, Suppl.) SHELVED BY 
SERIES TITLE AND VOL. NUMBER LOCATION: HEALTH 
Infant Feedin& 
Bhan, Maharaj K. et al. (Eds. ). (200 I). Micronutrients, maternal and child health I 
supplement. London :Nutrition Society. Series: (British Journal ofNutrition ; v. 85, 
suppl. no. 2). SHELVED BY SERIES TITLE AND VOL. NUMBER 
LOCATION: QEII 
Carroll, Allison. (200 I). Early iron supplementation of breast fed infants and effects on 
development and visual acuity : an interim report of a randomized clinical trial I Honours 
Dissertation. Centre for Newfoundland Studies. LOCATION: CNS 
Eiger, Marvin S., & Sally Wendkos Olds. (I999). The complete book ofbreastfeeding I 
New York: Workman Pub. 
CALL NUMBER: WS I25 E34C I999 LOCATION: HEALTH 
Langdon, Matthew D. (2000). Antioxidant properties of milk from mothers of pre-term 
and full-term infants compared to infant formula I Thesis. Centre for Newfoundland 
Studies. 
CALL NUMBER: MICRO FICHE 5370 LOCATION: CNS 
Ward, Jule DeJager. (2000). La Leche League: at the crossroads of medicine, feminism, and 
religion I Chapel Hill : University of North Carolina Press. 
CALL NUMBER: RJ 2I6 W3 7 2000 LOCATION: QEII 
Wharton, Brian, Kim Fleischer Michaelson,& Peter J. Aggett. (2000). Research priorities 
in complementary feeding : International Paediatric Association (IPA) and the 
Committee on Nutrition of the European Society of Paediatric Gastroenterology, 
Hepatology, and Nutrition (ESPGHAN) Workshop I Elk Grove Village, IL: American 
Academy ofPediatrics. Series: (Pediatrics; v. I06, no. 5, pt. 2) SHELVED BY SERIES 
TITLE AND VOL. NUMBER LOCATION: 
HEALTH 
Audio Visual 
Closing the gap [videorecording- 26 min.] : 0.4mg of prevention. [Folic Acid, Spina Bifida]. 
(2000). St. John's, NF : Curzon Village Productions Inc. 800-398 CAVE. 
CALL NUMBER: WE 730 C645 2000 LOCATION: HEALTH 
Infant gavage feeding [videorecording- 9 min.]. (2000) I ICNE; a Learning Resources 
Unit production. Irvine, CA : distributed by Concept Media, Inc. 
CALL NUMBER: WB 4IO I43 2000 LOCATION: HEALTH 
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An Accord Between the Government of Canada and the Voluntary Sector (May 2001). This 
document was received in September from the provincial Community Services Council. The 
Accord is premised on a shared commitment to the values of democracy, active citizenship, 
social justice and inclusion. The principles are independence and interdependence, dialogue, 
cooperation, collaboration and public accountability. Do you agree with this? Do you think that 
there are omissions or perhaps there should be deletions? For the whole text see www.vsi-isbc.ca 
or order a booklet from 1-800-622-6232, and submit your responses by September 30,2001. 
Conferences As this information comes from a variety of sources the editor takes no 
responsibility for any errors. 
2001 
September 28, 2001. "Women Creating Healthy Communities", 5th Annual Women's Health 
Forum, St. John's. Keynote speaker Dr. Cathy Donovan on "Women's Health, Women's 
Communities", and concurrent sessions on physical health, social determinants of health, 
violence issues, senior womens issues, cancer screening, current issues regarding nurse 
practitioners, and emergency contraceptive pill, body image. 
Cost: $25 for WHNNL members, $35 non-members, $15 students. Registration by September 
24. 
Contact: Women's Health Network Newfoundland and Labrador, 12th Floor, Southcott Hall, 100 
Forest Road, St. John's, NF, AlA 1E5 (Telephone: 777-7435; Fax: 777-7434; E-mail: 
whnmun@mun.ca) 
October 1-7, 200 I. Canada Breastfeeding Week - Breastfeeding in the Information Age. Kits are 
available from INF ACT at $35 each, but individual items are available at costs from 50 c to $15 
for T -shirts. 
Contact: INFACT Canada, 6 Trinity Square, Toronto, ON, M5G lBI (Fax: 416-591-9355; E-
mail: info@infactcanada.ca ; Web Site: http://www.infactcanada.ca) 
October 1, 2001. "Breastfeeding Today- Meeting the Challenges", Montreal. A conference for 
health professionals presented by the Montreal Breastfeeding and Lactation Consultant group 
with Dr. Jack Newman. Topics include hospital and community challenges, mother and newborn 
challenges, won't latch what to do. 
Contact: Angele Robillard (Telephone: 514-367-1455); Naznin Herbert (Telephone: 450-671-
7796) 
October 1-2, 2001 . AOM Emergency Skills Workshop, Toronto 
October 3, 2001. CAM annual general meeting, Toronto 
October 4-5, 2001. "Bridging Midwifery Borders in the New Millennium: Evidence to Support 
Best Practice", Clinical conference presented jointly by Canadian Association of Midwives and 
American College of Nurse-Midwives, in Toronto. 
October 6 AOM Emergency Skills Workshop recertification, Toronto. 
October 7-8 ACNM directors and educators conference, Toronto. 
Cost: $430 CAM member, $545 non-member, $365 student. (Credit cards in $US extra). 
Contact: CAM, c/o 789 Don Mills Road, Suite 201, Toronto, ON, M3C ITS (Fax: 416-425-
6905; E-mail: admin@canadianmidwives.org ,Web site: www.canadianmidwives.org) 
• 
t 
• 
• 
October 3, 2001. "Life After Birth", Toronto. 
Contact: Judy Cardwell (Telephone: 416-351-3781; E-mail: miru@swchsc.on.ca) 
October 11-13, 2001. "Scaling New Heights in Perinatal and Women's Health", A WHONN 
Canada conference, Vancouver. Themes of neonatal, women's and perinatal health .. 
Contact: Marion Clauson (E-mail: clauson@nursing.ubc.ca, telephone: 604-822-7470 ), Lily . 
Lee (E-mail: llee@direct.ca, telephone: 604-520-4412) 
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October 18-21,2001. "Health Research in rural and Remote Canada: Taking the Next Steps", 2"d 
Scientific Conference and Annual Meeting of the Rural Health Research Consortium, Saskatoon. 
Contact: The Rural Health Research Consortium, 103 Hospital Drive, P.O. Box 120, RUH, 
Saskatoon, SK, S7N OW8 (Fax: 306-966-8378; E-mail: bizetto@sask.usask.ca; Web Site: 
http://www. usask.ca/medicine/agmedicine ) 
October 18-22,2001. "Birth Renaissance- Renaissance de Naissance" Midwifery Today 
International Conference, Paris, France. (Official languages: French and English). Speakers 
include Dr. Michel Odent, Ina May Gaskin, Dr. Marsden Wagner, Jan Tritten, and others. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, OR 97402 (Telephone 1-800-743-0974; E-
mail: inquiries@midwiferytoday.com). Complete information will be on the web site at 
http://www.midwiferytoday.com 
October 22-26,2001. "lOth Annual High Risk and Critical Care Obstetrics Course", Philadelphia, 
PA. 
Cost: For nurses and midwives$500 US before September 21/ $575 US between September 22 
and October 15. 
Contact: High Risk and Critical Care Course, Office of Continuing Medical Education, I 020 
Locust Street, Suite M32, Philadelphia, PA 19107. (Telephone: 1-888-533-3263). 
October 25-26,2001. "Charting a Health Course", Newfoundland and Labrador Health Boards 
Association and Canadian College of Health Service Executives, St. John's. Health 
determinants, human and fiscal resources, and standards and benchmarks. 
Cost: $300, dinner theatre extra. 
Contact: NLHBA,Box 8234, Station A, St. John's, NF, AlB 3N4 (Telephone: 364-7701, ext. 
318; Fax: 364-6460; E-mail: gmartin@nlhba.nf.ca ) 
October 25-27, 2001. "Perinatal Issues of Families with High Risk Lifestyles", Kamloops, BC. 
Hosted by the BC Reproductive Care Program. Preconference workshop for professionals and 
front line workers who deal with issues of anger management in and with their clients. 
Cost: Full conference and workshops $250. NRP skills update $75. Before October 19. 
Contact: BCRCP, Better Beginnings Conference, F5, 4500 Oak Street, Vancouver, BC, V6H 
3Nl (Telephone: 604-875-3737; Fax: 604-875-3747) 
November 18-21,2001. "Child and Youth Health: Action, Research and Advocacy", 8th 
Canadian Conference on International Health, Ottawa. 
Contact: CCIH Secretariat (Telephone: 1-877-722-4140 ext. 224; E-mail: ccih@ag-cdn.com; 
Web site: http: //www.csih.org/index_e.html) 
• 
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March 22-24, 2002. "Birth Reborn", Midwifery Today Conference, Philadelphia. Speakers 
include Dr. Michael Odent, Nancy Wainer, Valerie El Halta, Penny Simkin, Dr. Marsden 
Wagner. Preconference and postconference workshops 
Cost: $370 before November 15/$395 before January 14/$420 after January 14. Workshops 
extra. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, OR 97402 (Telephone 1-800-743-0974; 
Fax: 541-344-1422; E-mail: conference@midwiferytoday.com; Web site: 
http://www.midwiferytoday.com 
Aprill4-18, 2002. "Midwives and Women Together for the Family of the World", ICM 26th 
Triennial Congress, Vienna, Austria. 
Abstract: May 30,2001. Full text: November 15,2001. 
Cost: Before October 31, 2001, EUR 370.00/After October 31, EUR 440.00 
Contact: Congress Office Midwives 2002, c/o Wiener Medizinische Akademie, Alser StraBe 4, 
A-1090 Wien, Austria (Fax: 011-43-1-407-8274; E-mail: midwives@medacad.org Web site: 
http://www .icm-congress.com ) 
May 27-29, 2002. "Smoking in Pregnancy and Passive Smoking and Children", 2nd European 
Symposium, Stockholm. 
Abstracts: November 2001. 
Contact: Terry Lawrence, Senior Health Development Advisor, Department of Public Health and 
Epidemiology, University ofBirmingham, Edgbaston, Birmingham Bl5 2TI, England. 
(Telephone: 011-44-121-4143164; E-mail: P. T. Lawrence@bham.ac.uk) 
Midwives and infant mental health 
Frances Day-Stlrk, Honorary Secretary of AIMH (UK), writes about the work 
of the World Association for Infant Mental Health and Its affiliated bodies 
Postnatal care of the mother and infant is an integral pan of 
mid\\i,·es ~ \\'ork and is recognised internationally through the 
International Confedention of Midv.i,·es' Detinirion of a 
~lich\ife (IC~l Position Sutement Definition of a midwife, 
1990). ~{jcfwi,·es are expected to be able to: 
• provide a programme of parenthood preparation 
• recognise warning signs of abnormality in the mother or 
infant "·ruch necessiute refernl to a doctor ... 
• are for and monitor progress of the mother in the 
posmaw period and to give all necessary achice to the 
mother on infant care to eruble her to ensure the optimum 
progress of the newborn infant. 
Mental well-being of mother and baby 
It is kno\\·n that postnatal depression is consistently i'ound in 
1 Q.JS~Io of mothers and that the woman's experience during 
pregnancy and childbirth may ~ anxieties that will affect 
her abilitY to interact \\ith the infant. 
Support for parents during their baby's first year e2n greatly 
increase the proportion of babies who are securely attached to 
their parents, "ith lasting benefits for their later deYelopment. 
Posoutal depression in the mother. once identified, can be 
treated so that any adverse effects on the infant's de,·elopment 
are reduced. \Xbilst midwives will be familiar with the 
identifiation and support of women who are suffering from 
postnatal depressio~ they may not know so much about infant 
depression, the study of \\-·ruch is relatively neu-·. 
National & International wort( in Infant mental health 
~tid\\i\'es who would like to leun more about such studies, and 
how they could get in\'olYed. may be interested in knowing 
about the \X'orld Association for Infant ~lenu.l Health 
(\l'AI~IH). \'\'Al~IH has affiliated organisations in Australia, 
Austria, Belgium, Canada, Finlan<L France, Greece, ~texico, the 
Netherlands, Russia, Scandina\"ia. Suitzerlan<L the LTK and the 
Cnited States. Details about these associations and their work 
in the different countries can be acces~d \ia their Vw·ebsite. 
Typically, as for AI~fH(l"K). membership is open to those 
Vwith 'professional qualitications and membership of a body 
with an ethical code or professional code of practice for clinical 
work or research with infants and their families ... '. 
Midwives• role In Infant mental health 
~lidu.ives as primary care pro,;ders to childbearing \\·omen and 
their families can and should be a pan of the team that helps to 
identify and suppon familie~ \\·here this problem may occur. 
They are in regular contact \\ith new families and are ideally 
placed to help parents learn to communicate with their infant, 
to observe maternal-infant interaction, to offer initial support 
and to refer on as necessary. ~liduives u·ho wish to make 
contact "ith the infant mental health organisation of their 
countries are encouraged to vie'\\· the u·ebsites for further 
infomution: 
AIMH (UK) website: www.aimh.org.uk 
\''Ail\lH website www .msu.eduluser/waimh 
• 
• 
• 
• 
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NRP 2000 UPDATE 
by Ann Mitchell, RNC, MEd, PPPESO Coordinator 
The Neonatal Resuscitation Program (NRP) 2000 edition rep-
resents a significant change from the previous editions. The 
fourth edition of the Neonatal Resuscitation Textbook has been 
developed through a process of ongoing evaluation of scientific 
evidence and is based on the recent recommendations from the 
Emergency Cardiovascular Care (ECC) Committee's recom-
mendations at the International Guidelines 2000 Conference. 
Key neonatal resuscitation guideline changes include: 
Addition of a "ropid assessment" of all newborns 
· At birth, the folfowing assessments are made: is the infant 
clear of meconium; breathing or crying: good muscle tone; pink 
colour; term gestation? 
Management of the baby born in the presence of meconium 
stainei/ amniotic fluid: 
· There is no longer a distinction betv;een thin or thick meconi-
um. 
· The baby's hypopharynx must be suctioned upon delivery of 
the head tn the presence of any qualin·/quanttty of meconium 
· Tracheal suctioning is perfonned only for the non-vigorous 
baby (defined as apneic or depressed respirations, J>90r muscle 
tone, or heart rate less than I 00 beats per minute at birth).· 
Cardiac compressions 
· Indication for initiating cardiac compressions has been simpli-
fied to heart rate less than 60 beats per minute after 30 seconds 
of effective assisted ventilation 
· The estimated depth of compressions is now 1/3 of the anteri-
or-posterior diameter of the chest 
Medications 
· Epinephrine: administer when the baby's heart rate is less than 
60 beats per minute despite 30 seconds of effective assisted 
ventilation and chest compressions. High dose epinephrine is 
not an option. 
· Sodium bicarbonate: continues to be discouraged during brief 
CPR. 
· Albumin: no longer considered the fluid expander of choice. 
· Naloxone: now seen as a stabilization drug. The emphasis is 
on providing adequate ventilator support to restore normal heart 
rate and colour. 
Non-initiation and discontinuation of resuscitation 
· Ethical considerations about starting and stopping resuscita-
tion are discussed. 
The NRP 2000 materials have undergone si~ificant changes. 
The resuscitation algorithm has been revised. All six of the 
textbook lessons have been revised and new medical illustra-
tions and a full colour photo section have been added. A sev-
enth lesson has been added to address COJTiplications of resusci-
tation, special circumstances, and ethics. There are two new 
checklists: a medication perfonnance checklist and a new 
megacode. There is a new Neonatal Resuscitation video that 
features actual neonatal resuscitations. Other instructor tools 
include revised evaluation and slide packages (in slide or CD-
ROM fonnat). The revised Instructor's Manual for Neonatal 
Resuscitation will be more reflective of Canadian processes and 
resources. 
A multimedia CD-ROM is included with each Neonatal 
Resuscitation Textbook. The CD-ROM contains the identical 
content to the Textbook of Neonatal Resuscitation plus many 
visuals such.as !1 tour of a labour & delivery room and delivery 
room resuscitations. 
NRP Instructors must use the new materials as of July 200 I. 
This date was set to allow time for NRP instructors to familiar-
ize themselves with the revised guidelines and materials and for 
the purchase of new materials. All materials are available from 
Laerdal ( 1-888-Laerdal) except the Provider cards which must 
be purchased from the Heart & Stroke Foundation of Ontario. 
Regional Committee for 24-Hour 
Combined Mother Baby Care Offers 
Forum for Promoting Common 
Approaches and Problem Solving 
Marlene Ghattas RN, MHA 
Corporate Clinical Director of OBS/ GYN, Ne\\·born Care 
& Women's Health, The Ottawa Hospital 
Today, providers of health care are challenged to do things 
more efficiently and effectively with diminishing resources. At 
the same time, consumers are becoming more knowledgeable 
about what they want and thus expectations of care continue to 
increase. Therefore, a consistent, evidence-based approach to 
service delivery is desirable. A region-wide initiative is under 
way around the 24-hour combined mother/baby model of care. 
For the past four to five years, the hospitals within the Ottawa 
Region, have worked towards operationalizing 24-hour com-
bined mother/baby model of care. Philosophically, there is 
good agreement as to the value of this model of care, but opera-
tionally there have been many barriers to its successful imple-
mentation. Recognizing that each organization was experiencing 
similar challenges, a regional subcommittee of the Perinatal 
Partnership Program (PPPESO) Perinatal Committee was 
formed. This committee is made of up of nurse educators, 
administrative clinical leaders responsible for the obstetric pro-
grams throughout the region, team members from PPPESO, 
representatives from paediatrics and neonataology, and a mem-
ber from the reproductive program in public health. We would 
like to broaden the committee to include more paediatricians as 
well as obstetricians, prenatal educators and midwives. 
The overall purpose of the group is to provide a forum where-
by providers of maternal-newborn care can work collectively to 
provide support and infrastructure necessary for the successful 
provision of 24-hour combined mother/baby care. 
The objectives are to: 
· Identify key patient, family and staffing variables required to 
make 24-hour mother/baby care respond to the needs of the 
mother, baby, family and care providers 
·Learn from other's successes and to share the positive initia-
tives that work and the negatives of "lessons learned" 
· Review existing policies and guidelines that are required to 
ensure the delivery of safe, competent care to the new mother 
and her baby. 
· Produce and/or adopt regional guidelines that will support 24-
hour combined mother/baby care. 
· Identify the strengths and weaknesses within each organization 
and to promote a regional approach to this model of care recog-
nizing each organization's uniqueness regarding environment 
and resources. 
· Develop strategies for a common community education 
approach for all health care providers and families so that we 
can take the best of the model of care and work within the bar-
riers which impedes its full success. 
To date, the subcommittee has provided an excellent forum to 
validate the members continued committment to the 24-hour 
combined mother/baby model of care. We conducted a success-
ful visioning exercise which enabled the committee members to 
articulate some clear directions as frrst steps towards success. 
The plans include: 
· Lobbying senior hospital administrators to support appropriate 
nurse patient ratios in the postpartum units 
· Changing prenatal education curriculum to include a section 
on the benefits of non-separation of mother and baby including 
breast feeding and maternal infant attachment. 
· Reviewing regional hospitals' policies and guidelines and 
drafting criteria for what conditions require monitoring and 
observation of a baby in a well baby nursery. 
· Advocating for and supporting hospital labour and delivery 
units to adopt immediate combined care models of care deliv-
ery. 
Future objectives include consumer/public education on the 
model of care. This will be accomplished by publishing of an 
article in Today's Parent magazine as well as lobbying commu-
nity newspapers for a "good news" story, which will demon-
strate patients' and families understanding and support for the 
model of care. 
A longer-term goal of the committee is to consider plans for a 
care provider problem solving and education exercise. Through 
such an exercise, the committee hopes that, regionally, care 
providers will reach consensus on adopting the best of the 
model of care. Ultimately, we want to work towards ensuring 
safe systems and modifications to practices so· that .there is a 
win! win situation for both the patients and families as well as 
the care providers. An article on the evidence supporting this 
model of care follows in this newsletter. If you would be inter-
ested in participating in the work of this committee, please con-
tact the author (mghattas@ottawahospital.on.ca) 
The Evidence for Keeping Moms & Babies 
Together in Hospital 
Vicki Bassett, RN, PNC ( C ),BNSc, MEd, IBCLC 
Nurse Educator, The Otta\\'a Hospital-
Civic Campus 
The recently released National Family-Centred Maternity and 
Newborn Care Guidelines (2000), recommends that keeping babies and 
parents together in the early postpartum period should clearly be of the 
highest priority. The World Health Organization sets a similar standard 
when it states, "Mothers with normal babies (including those born by 
caesarean) should stay with them in the same room day, and night, 
except for periods of up to an hour for hospital procedures" 
(WHO/UNICEF, 1992). 
Perhaps examining the evidence behind the guidelines is a helpful 
way to understand the importance of keeping mothers and babies 
together and a beginning step towards addressing some of the chal-
lenges. 
The Evidence 
It is challenging to critically examine the literature as several authors 
focus on non-separation of the mother and baby in the broader context 
of examining the effects of both family-centered policies and a model 
of care delivery- combined mother/ baby care. It's important to clarify 
how this model differs from the concept of rooming-in. Historically, 
the term rooming-in was used when a mother chose to have her baby at 
her bedside and was physically able to provide all essential baby care. 
In contrast, mother/baby nursing promotes non-separation of all well 
mothers and babies and the nurse provides care for both the mother 
and baby as a single unit at the mother's bedside. (Phillips, 1997). 
Phillips notes numerous benefits of the mother/baby model which 
extend beyond the mother, baby, and family, to nursing staff and the 
hospital . 
When examining the specific benefits of non-separation of mother 
and baby they can be divided into three main areas: breastfeeding, 
newborn physiological status, and maternal-infant attachment. 
There is little doubt that non-separation facilitates the breastfeeding 
process (ILCA, 1999). It is well accepted that breastfeeding works 
best when babies are fed when they "cue" or signal they need to feed 
as opposed to on a rigid schedule every 3-4 hours. Early feeding cues 
are subtle and easily missed if the baby is in the nursery environment. 
The baby in the nursery may either cycle back into a deep sleep and a 
feeding opportunity is missed, or becomes more distressed as it's early 
cues are missed. This hungry baby is then brought to the mom frantic 
and disorganized and often has trouble settling down to latch, let alone 
able to coordinate the sucking and swallowing and breathing that are 
necessary for effective breastfeeding. In contrast, if the baby is at the 
mother's bedside, early cues can be pointed out as they occur, and feed-
• 
, 
• 
• 
• 
ing opportunities maximized. Breastfeeding frequency is greater and 
supplementation with formula occurs less often when mothers and 
infants are not separated (ILCA, 1999). One large study reported that 
breast milk was produced earlier in the non-separation group, 1.85 
days as opposed to 3.07 days in the group that had 3 hourly contact 
(Mapata, 1988). Yamauchi and Yamanouchi ( 1990) demonstrated 
both increased breastfeeding frequency and newborn weight gain with 
non-separation. The impact of these findings is ~ignificant when we 
consider that although locally we have high breastfeeding initiation 
rates, 7-1 0% of women stop breastfeeding within 2 weeks because of 
various difficulties (ROCHD, 1996-2000). Perhaps some of these dif-
ficulties could be minimized or even avoided if moms and babies were 
kept together in hospital. 
Some of the most interesting evidence arises from the work of Gene 
Cranston Anderson ( 1989) who highlights that newborns deprived of 
"on cue" access to their mother are considered at increased physiologi-
cal and developmental risk. She points out that the intrauterine-
extrauterine adaptation of the transitional newborn is physiologically 
demanding and can take many hours or several days. In particular, she 
has examined the effects of crying. 
It is known that crying, which resembles the adult valsalva maneu-
ver, obstructs venous return in the inferior vena cava and reestablishes 
fetal circulation within the heart. The potential consequences are a 
fluctuating pattern of cerebral blood flow, which has been associated 
with intracranial hemorrhage in pretenn infants. The effect on full 
tenn infants is unknown. One study documented these hemorrhages on 
sonogram by 72 hrs postpartum in 16 (3%) of 505 asymptomatic and 
otherwise healthy infants. She goes so far as to speculate that crying 
could be implicated in the development of minimal learning disabilities 
and cerebral palsy in infants who seem healthy at birth. If there is a 
possibility of excessive crying being potentially harmful to infants, it 
follows that we should try to work towards prevention. Maleki and 
Anderson ( 1989) examined this issue and found that infants separated 
from their mothers cried more than those who had access to their 
mothers. This finding was replicated in an interesting Swedish study 
where the results suggested that infants recognize physical separation 
from their mothers and start to cry in pulses. Crying stops at reunion 
(Christensson,Cabrera,Christensson, Uvnas-Moburg, Winberg, 1996). 
More recently, based on stress theory, Anderson ( 1996) hypothesized 
that separated infants would have higher cortisol levels. Cortisol levels 
were measured at 1, 2, 3 and 6 hours postpartum. Significantly higher 
levels of cortisol were found in separated infants. This is fascinating 
research, which alerts us to not simply appreciating the benefits of non-
separation but the potential risks of separation. 
The third area of evidence surrounds the maternal infant relationship. 
The evidence in this area is less complete as most studies examine the 
effects of partial or day-time mother/baby contact compared to more 
restricted interaction. Restrictive policies have been associated with 
less affectionate maternal behavior (Kontos, 1978) and more frequent 
feelings of incompetence and lack of confidence (Greenberg, Lind, 
Rosenberg, 1973). The results of one well-conducted study suggested 
that compared with a policy of non-separation, the routine hospital pol-
icy of separating mothers from their babies led to an increase in the 
subsequent risk of child abuse and neglect among sociaJly deprived 
frrst time mothers (O'Connor, Vietze,Sherrod,Altemeier, 1980). 
However, it is generally agreed that most mothers who miss out on 
early contact with their babies whether through illness, misguided hos-
pital policies, or personal preference are likely to overcome any effects 
of this separation in time (Enkin, Keirse, Neilson, Crowther, Duley, 
Hodnett, Hofmeyr, 2000). 
Where Do We Go From Here? 
It is interesting to reflect on the past and realize that we have come a 
long way from the years when the nursery "owned" the babies and 
their care. Today, in hospitals without 24-hour combined mother-infant 
care, most mothers keep their babies with them the majority of the time 
during the day and early evening, however separation is still frequent 
at night. Some hospital staff report that many women expect their 
newborns to return to the nursery at night so they can sleep. Research 
has refuted the idea that women will get less sleep if they keep their 
babies at their bedside (Keefe~ 1988: Waldenstrom, Swenson, 1991 ), 
and in fact, demonstrated that infants at their mother's bedside had 
more quiet sleep and cried less ( Keefe, 1987). 
We talk about culturally sensitive care and the question is - are we 
being culturaJly sensitive to expect mothers and their newborns to 
remain together. day and night. in the early postpartum days? The lack 
of space and privacy in semi-private and standard rooms is a barrier in 
our North American culture that highly values comfortable, p_rivate sur-
roundings. Some would argue that our "birth culture" went very amiss 
when hospitals opened nurseries for healthy babies. How do we 
resolve this dilemma? 
The change process will be gradual and we must be cautious in our 
approach to avoid replacing one restrictive policy for another, such as 
closing nurseries and enforcing a non-separation policy when care 
providers, parents, and institutions are not well prepared for this 
change. The statement made in the 2000 edition of "A Guide to 
Effective Care in Pregnancy and Childbirth" provides much wisdom. 
The authors state, "it is unlikely that any simple scheme of care will 
prove to be right for all women. Treating the new mother as a respon-
sible adult by giving her accurate and consistent information, letting 
her make her own decisions and supporting her in those decisions is 
the essence of effective postpartum care" (Enkin et al, 2000, p. 43 7). 
The evidence for non-separation is sound - our challenge is to 
creatively work to overcome the barriers that exist, and strive to find a 
healthy balance between caring for the physical and psychosocial 
needs of the mother, the baby and the family. 
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Cancer risk 'falls 
if women eXtend 
breast feeding' 
1
BY DAVID DERBYSHIRE 
MEDICAL CORRESPONDENT 
WOMEN who continue to 
breast feed long after their 
·children have started on 
solid foods may be protecting 
·themselves against breast 
cancer, a study suggests. 
· Researchers have found 
that mothers who breast feed 
past a child's second birth-
day are half as likely to 
develop the disease as those 
who stop at 12 months. 
The study is the latest to 
show benefits from extended 
breast feeding . Dr Tongz. 
hang Zheng, of Yale School 
of Medicine, New Haven, 
Connecticut, chose to study 
China for its long-term tradi-
tional breast feeding . "In 
'Chinese society, it is socially 
acceptable to breast feed for 
a long time and it is consid-
ered good for the child." 
He investigated the rela-
tionship between breast can· 
'cer risk and lactation 
between 1997 and 1999 in 
Shandong Province hospi-
tals . He took into account the 
number breast fed, duration ing was not significant in 
of breast feeding per child, reducing breast cancer risk. 
bow many years women Some have suggested that 
were breast feeding and the the effect is limited to pre-
age at which they began. · menopausal women, but that 
Dr Zheng found 404 could be explained by few 
women with breast cancer ~omen in the West breast 
and compared their habits feeding for more than a year. 
with a sample of women "We probably will never 
without the disease. Mothers be able to resolve this issue 
who breast fed each child for in cultures where they do not 
more than two years were have long-term breast feed-
half as likely to develop ing history," said Dr Zheng. 
breast cancer compared to "Our findings in China are 
women who breast fed for dear. The longer duration of 
less than 12 months. lactation - whether it is 
Long-tenn breast feeding based on breast feeding of a 
also appeared to reduce the first child or breast feeding 
risk of breast cancer among over a lifetime - leads to a 
post-menopausal women. significantly reduced risk of 
The age of first breast breast cancer." 
feeding and the total number His research, published in 
of children breast fed did not the American Journal of Epi-
seem to make any difference. demiology, followed three 
"This is a crucial time to · studies conducted in the 
do a study in China because early 1980s in Shanghai, 
of the country's one child Beijing and Tianjin. Then, 
policy. If we do not take the scientists found a 50 per cent 
opportunity to do this study reduction in breast cancer 
now, the opportunity will be among women who breast 
lost," Dr Zheng said. fed for more than 109 months 
Studies in Western coun· in total compared to women 
tries found that breast feed· who never breast fed. 
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:Birth drugs may 
:.'reduce mother 
( 
·~ and baby· bonding 
f 
1 Bv ROBERT UHUG 
TECIINOLOGY CORRESPONDENT 
? . 
1 WOMI·. N who use drugs for 
., . pain relief during labour 
· j(-opardisc their chances of 
1 bo1~ding with their baby, sci-
' enlists report today. 
, Swedish researchers have 
. . found that painkillers pre-
J vent_ newborns from breast-
t feedmg normally, which in 
.., turn can affect the levels of a 
_ . maternal hormone that helps 
, the mother and baby tb bond 
"' shortly after birth. 
c Anna-Berit R!fnsjo-Arvid-
r• son, a research midwife at 
r the Karolinska Institute in 
n Stockholm, 11idaotaped 28 
new born babies who were 
•' dried immediately after birth 
11 and placed against their 
mother's breasts. 
- 1r Ten mothers had no pain 0 1, relie f. The remaining 18 had 
• J. taken some form of pain-
(") 1 .. killer such as bupivacaine, 
mepiva<:aine or pethidine, ~ 1 ~i~en . either as epidurals or 
I . . InjeCtiOnS. 
Babies whose mothers had 
.1.- : . ' not taken painkillers 
;r .·.· behaved entirely normally, 
rf" .( New Scienti~t reports today, 
.u ' and were more likely to ~ " . breastfeed instinctively. ~ ~ 1.' The babies moved towards 
t- , the mother's breast, mas-
• saged it with their hands, 
1. reached for the nipple and 
started sucking about an 
hour after birth. But most of 
the other babies, whose 
mothers had taken painkill· 
ers, did not massage the 
breast at all , or -only mas-
saged it occasionally. Almost 
half of these babies did not 
breastfeed within two and a 
half hours after birth. 
Mrs Ransjo-Arvidson said 
. the painkillers might be 
numbing the infants. Pethi-
dine and local anaesthetics 
readily passed across the pla-
centa, and the other painkill-
ers may do the same. 
Among mothers who took 
no painkillers , the 
researchers found levels of 
the hormone oxytocin, which 
controls lactation and con-
traction of the uterus 
. ' 
mcreased whenever the baby 
massaged or sucked their 
mother's breast. 
In animals, researchers 
have shown that oxytodn 
facilitates bonding be tween 
the mother and baby. 
Since a baby exposed tn 
analgesia interacts less with 
the mother, painkillers may 
damp down the re lease of 
maternal oxytocin and stop 
mother and baby bonding 
readily, Mrs Ransjo-Arvid-
son said . Her team of 
researchers had s tarted 
studying this connection. 
'
1We need to do more stud-
ies, especially as there is a 
very high increase in the use 
of epidural and other pain 
relievers," she said. 
• 
Competing Communications 
The Babv Food lndustrv and the weakening 
ol Breastleeding Cultures 
From its beginnings, the baby food industry has sought to create 
a demand for manufactured infant foods. Although relying 
somewhat on personal contacts through health workers and 
medical representatives or 'mothercraft nurse' sales staff, these 
companies also began large-scale, complex marketing promotions 
using a variety of strategies and media. Manufactured foods are 
still promoted as being more convenient and 'scientific', providing 
complete nutrition, and reflecting a higher social status. Advertise-
ments use the image of the modem mother with a cherubic baby 
to create an ideal that families can expect from using these infant 
foods. More recently, messages have asserted greater safety in 
manufactured products, especially in areas affected by 
environmental contaminants or high rates of HIV/AIDS. 
Major partners in breastmilk substitute marketing have been health 
care workers. As birth and breastfeeding became increasingly 
medicalised, breastmilk substitutes were marketed as scientific 
and sterile means to further structure and schedule the perinatal 
experience. Unfortunately, 'scientific' feeding practices became 
common practice very quickly in settings dominated by male 
physicians with limited knowledge of the natural processes of 
birth and breastfeeding. Misleading information about the 
superiority of artificial baby milk and the inferiority of human 
milk was normalised in medical and nursing texts and hospital 
routines and reinforced by aggressive marketing tactics. 
Promotion of breastmilk subsitutes reached the majority of 
families in the 20th century. Economic forces, from the Industrial 
Revolution to the newer service economy, encouraged families 
to migrate in search of jobs, leaving family and friends and 
weakening ties with traditional and community support for 
breastfeeding. Women entered the paid labour market, limiting 
their ability to be with their children. Early weaning on breastmilk 
substitutes were communicated as options to support these 
economic activities. 
Altogether, these changes devaluated breastfeeding and the 
intuitive wisdom of women. Breastfeeding cultures were no longer 
supported by increasingly fragmented communities. The 
aggressive marketing of infant foods and related products as 'best' 
for the baby, created doubts among mothers about the quality of __ 
their breastmilk, the growth of their baby, and their own ability 
.., 
.... 
to care for their children. Self-doubt in turn led to early weaning 
from breastfeeding and the often-disastrous consequences for the 
baby of malnutrition, diarrhoeal disease. and sometimes death. 
Protection & Promotion 
The International Code ol Marketing ol 
Breastmllk Substitutes 
I 
In 1939, the link between early weaning, misleading propaganda, 
artificial foods and infant mortality was first made public in 
Singapore. Decades of accusations, lawsuits, boycotts and deaths 
ensued. It was not until 1981 that the World Health Assembly 
approved the International Code of Marketing of Breastmilk 
Substitutes. The International Code seeks to encourage and protect 
breastfeeding and to regulate marketing practices used to promote 
artificial feeding products. Currently, the International Code has 
become law in whole or in part in over 55 countries, and is 
implemented as voluntary measures in many more. 
The International Code has made a difference 
but not enough. Companies have made 
superficial changes but continue to promote CODE 
their products. The International Baby 
Food Action Network (IBFAN) monitors 
compliance with the International Code and 20 
subsequent recommendation by WHO and YEARS 
reports on violations . Because of non-
compliance, ffiFAN, governments, and citizen 
groups continue to press for laws to protect 
breastfeeding and participate in protest actions such as the 
Nestle boycott. 
Resources: 
• Breaking the Rules, Stretching the Rules: Evidence of Violations of the 
International Code of Marketing of Breastmilk Substitutes and 
Subsequent Resolutions, 200 I, ISFAN I CDC 
• A series of 5 ISFAN pamphlets which report on marketing 
trends: the International Code, HIV and Breost(eeding; Labels; 
Hospitals & Oinics; Mothers; and the Internet, 200 I. ISFAN ICDC 
• State of the Code by Country: a Survey of Measures token by 
Governments to Implement the Provisions of the International Code of 
Marketing of Breostmilk Substitutes, 200 I, ISFAN I CDC 
• State of the Code by Company: a Survey of Marketing Practices of 
Infant Food and Feeding Bottle Companies, compared to the 
Requirements of the lntemationol Code of Marketing of 8reostmilk 
Substitutes, 200 I, ISFAN ICDC 
Tbe labv Frlendlv Rospltallnltlatlve IBFHIJ 
BFHI was launched in 1992 by UNICEF/WHO 
to help hospitals promote and support 
breastfeeding, has been an enormous success in 
many countries. There are now over 14,500 baby-
friendly hospitals worldwide. Most of the Ten 
Steps involve proper communication between 
mother, baby, doctors and nurses, and the 
community. One criterion for 'baby-friendliness' is adherence to 
the Code by not accepting free or low-cost supplies of breastmilk 
substitutes, bottles and teats. 
To help a 111otlzer's 1nilk ejection, 
be kind and supportive. Help her 
not to worry. Reassure her that 
she can breastfeed. 
Helping Mothers to Breost(eed - Felicity Savage King 
Core Breastfeeding Information 
e Breastmilk alone is the best possible food and drink for a baby. 
WHO/UNICEF recommends that all infants be fed exclusivelr on 
breastmilk from birth to six months of age. and breastmilk together 
with complementary food for two years and beyond. 
e Virtually every mother can breastfeed her baby. It is helpful to have 
support and assistance from family. friends. health workers and 
employers. 
e Babies should start to breastfeed as soon as possible after birth. 
Baby should be breastfed whenever he or she wants to. 
e Frequent suckling at breast is normal. satisfies and comfortS the 
baby, and causes more milk to be made. The time between 
feedings gradually lengthens as the baby gets older. 
e Breastfeeding helps babies grow normally and protects them from 
getting sick. Other baby foods do not give protection, and can 
cause illness if not made up and fed properly. 
e When a child reaches six months old. a variety of other foods can 
be introduced, but breastfeeding should continue well into the 
second year of a child's life and for longer if possible. 
e Mothers working/employed outside the home can continue 
breastfeeding by expressing milk or breastfeeding during the 
workday. Adequate maternity leave, breastfeeding breaks, facilities, 
and nearby childcare are helpful. 
* Note: exclusive breost(eeding means that no other drink or food is given to the infant; the infant should feed frequently and for unrestriaed periods. 
(Adopted from Facts for Life: Breost(eeding, UNICEF; www.unicef.org/ffl/bf.htm) 
Communicatin 
Breastfeeding 
The most essential communications 
about breastfeeding continue to be 
the personal contact between the 
mother and others : baby. family. 
friends. and health worker~. \\'hether 
individually or in groups. talking about 
breastfeeding and sharing experiences help 
mothers make conscious deci sions. Overlaying the 
interpersonal communications can be many other modes of 
conlJTlunication. These can involve mass communications like 
television, radio. print, and the Internet. They can be passive, 
like posters, buttons. or T -shirts, or active, like games. contests, 
parades. and panies. Reward~ or gifts, like bags. soap~. pencils, 
or cups. remind audiences of the message. Communications can 
use celebrities or 'ordinary' mothers, fathers, grandtnothers. health 
workers. or other spokespeople. 
Whatever mix of channels. messages. images and spokespersons 
are used. they must be chosen with care. Planners must determine 
the issues surrounding infant feeding that are important to their 
target audience, and create a communication strategy that will 
reach the audiences with a message they can belie\·e in. Above is 
a list of core breastfeeding information nece~~ary for promoting 
optimal breastfeeding practices . Additi o nal background 
information on these topics can be found at the 
Resources section. 
Readv for Rapid Responses 
'Damage Control' is a frequent necessity in 
communications. Be readY to address issues that 
"' 
arise that belittle or attack breastfeeding. Know the 
background of the issue. the report or the incident 
that sparked the issue. Then. use research-based. 
state-of-the-art information to accurately. 
appropriately and calmly stand up for breastfeeding. 
Choose a media outlet to deliver the message that will 
...., 
suit who you are trying to reach: a news conference may work 
better with policy makers. a letter to the Editor may work better 
with the general public. It is important to continue to stress the 
suitability of breastfeeding for the vast majority of families. even 
when talking about exceptional cases. 
Communicating in Special Circumstances 
Some families within your target audiences will have special 
needs or challenges in getting your information. Low literacy in 
other languages can be a barrier to the effectiveness of written 
materials. Language differences and lack of translators or multi-
lingual skills can deter interpersonal communications. Blind or 
deaf mothers may need different accommodations, as well as 
mothers with physical limitations. Some brochures are available 
in Braille. Special telephone services for deaf people are also 
helpful. 
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ASSOCIATION OF MIDWIVES OF NEWFOUNDLAND and LABRADOR 
APPLICATION FOR MEMBERSHIP 
2002 
----------------------------------------------------------------------(Print) (Surname) (First Name) 
All Qualifications: --------------------------------------------------
Full Address:-------------------------------
(home) 
(work) 
E-mail Address:--------------------------------------------------
Work Address: 
------------------------------------------------------------
Area where working: ------------------------------------
Retired: Student: Unemployed: -------------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded 
without your consent. 
Provincial: 
--------------------------------------------------------
National:, ___________________________________________________________ _ 
lntemati onal: 
-------------------------------------------------
Would be interested in participating in a research project if asked: Yes __ No __ __ 
I wish to be a member of the Midwives Association and I enclose a cheque/money order from the post office 
for: $ , ________ _ 
(Cheques/money orders only (no cash) made payable to the Association of Midwives of Newfoundland and 
Labrador). 
Full membership for ALL midwives is $75.00 (as this includes the Canadian Association of Mid\vives fees which 
the Association has to pay). 
Associate membership for those who have not completed a midwifery programme is $40.00 
Membership for those who are unemployed/retired is $20.00 
Membership for those who are residing outside of Canada $85.00 (to cover the cost of the extra postage). 
Signed: ____________________ __ 
Date: -----------------
Return to: Jean Hunt, Treasurer, P.O. Box 1495, Stn. B, Happy Valley-Goose Bay, Labrador, AOP lEO 
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